The New England 
Journal of Medicine 


Copyright, 1938, by the Massachusetts Medical Society. _ 


VotumeE 218 


JUNE 30, 1938 


Numser 26 


THE RELATION OF THE PHYSICIAN TO INDUSTRY 


Mrs. EMMA SANBORN TousANT* 


BOSTON 


OMPENSATION legislation in the United 

States, after some twenty-five years of ap- 
plication, appears to be securely anchored in our 
industrial system, and because of the scope of the 
present law in the many states where it is in force, 
a greater opportunity than ever before is open to 
the medical profession to contribute to the welfare 
of industry. Many other forms of social legisla- 
tion have sprung up in the last few years and are 
equally secure in our industrial world. It is no 
longer claimed that social legislation is on trial, 
and compensation insurance should be made as 
compulsory as old-age-assistance compensation and 
loyment-insurance compensation. It is in- 
teresting to examine some of the policies of ad- 
ministration that have broken down opposition 
and gradually brought opposing factions to a sym- 
pathetic support of the fundamental principles 
upon which the legislation was founded, the basic 
one being that industry should bear the burden 
of the cost of all injuries to its workmen when 
these are attributable to hazards inherent in em- 
ployment and due to its conditions. In Massachu- 
setts, the fundamental purpose of the Workmen’s 
Compensation Act is to give to the employee 
fair valuation for the loss suffered and to restore 
him to industry with the least possible delay. This 
fundamental purpose has been hampered, first, by 
the limitations in the early provisions of the law 
relating to medical treatment, and secondly, by the 
abuses and deficiencies that have grown up under 
the later provisions, together with inadequate di- 
agnosis and treatment of many conditions by the 
medical profession. The profession in general has 
been an active force in fostering and sustaining 
the true spirit of the law. Its interest and co-oper- 
ation have always been and still are essential to the 
success of the administration of the Workmen’s 
Compensation Act. 


Section 30 of Chapter 152 of the General Laws 


unemtr 
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relates to medical treatment, and a résumé of the 
original law and its amendments may lead to a 
better understanding of the interpretation and rul- 
ings made by the Industrial Accident Board since 
the Workmen’s Compensation Act became effec- 
tive July 1, 1912. 

The act provided that during the first two 
weeks after the injury “the association,” which 
was then the “insurer,” should furnish reasonable 
medical and hospital expenses and medicine when 
needed. The word “furnish” was interpreted by 
the Supreme Judicial Court to mean that the in- 
surer should arrange in advance for such treatment 
in the ordinary case or provide that someone be at 
hand to do so. In other words, the statute im- 
posed an obligation upon the insurer to furnish 
reasonable medical attention, but did not make it 
mandatory that the employee accept such attention 
exclusively. He could, if he wished, secure medical 
attention of his own selection but at his own 
expense. 

The beneficial result of these early provisions was 
that the physicians furnished by the insurer were 
able to decide the true medical status of the case, 
because as a practical problem the insurer em- 
ployed physicians who stood out prominently as 
surgeons or diagnosticians along industrial medical 
lines. 

The defective feature of this early provision 
was its failure to accomplish the employee’s restora- 
tion to industry because of the legal limitations 
precluding adequate medical treatment. This was 
an injustice not only to the injured workman but 
to the physician treating him. These inadequate 
provisions defeated the salvaging of the em- 
ployee. 

As a second step toward industry’s bearing the 
burden of industrial injuries, provision was made 
by the legislature to enable the employee to select 
his own physician. The reasonable cost of the 
services had to be paid for by the insurer, and 
these provisions extended the time and scope of 
the treatment. Where the treatment was _ren- 


1088 


dered by a physician selected by the employee the 
basis of the dispute was, in general, first, the neces- 
sity for the treatment, secondly, the adequacy 
thereof, and thirdly, the reasonableness of the fee 
or charge. When the treatment was rendered by 
a physician furnished by the insurer a dispute sel- 
dom arose. 


As a third step toward correcting these defective 
provisions an amendment was passed by the leg- 
islature providing that in unusual cases the insurer 
should furnish adequate and reasonable medical 
and hospital services. Still the Industrial Accident 
Board was restricted in its endeavor to accomplish 
the fundamental purposes of the act. The Supreme 
Judicial Court, in an opinion rendered by Mr. 
Justice Carroll, the first chairman of our board, 
said in the Moore Case (255 Mass. 533, 535): “The 
statute has reference to injuries which develop un- 
expected or unusual complications requiring the 
services of experts or unusual treatment.” He 
added: “The injuries may be unusual in the 
sense that they do not occur under ordinary cir- 
cumstances, or that recovery is prolonged. But 
such facts do not make them unusual cases as the 
words are used in the statute.” 


Therefore another amendment was added by 
the legislature in 1927 to the effect that in cases 
requiring specialized or surgical treatment for a 
longer period, in the discretion of the board, the in- 
surer should furnish adéquate and reasonable med- 
ical and hospital services. 

Following this last amendment a meeting was 
held with our medical adviser, the late Dr. Francis 
D. Donoghue, and with representatives from the 
medical profession; the interpretation of the terms 
“specialized treatment” and “surgical treatment” 
was agreed upon and accepted by the members of 
the Industrial Accident Board. “Specialized treat- 
ment” was understood to cover cases similar to 
those requiring sanatorium treatment, namely, 
treatment of blood diseases such as leukemia; skin 
conditions, acute, chronic or malignant; neurosyph- 
ilis incident to other treatment; and diabetic con- 
ditions complicating injuries. It was agreed that 
such specialized treatment when needed might be 
given not only by recognized specialists but by 
qualified general practitioners. “Surgical treat- 
ment” should be given in all cases where hospitali- 
zation was required or where the period of dis- 
ability might be shortened or the result of the 
injury minimized. Such treatment is not neces- 
sarily operative. There are many surgical conditions 
that may be treated by manipulation or by me- 
chanical or therapeutic means. The treatment of 
Jymphangitis, operative cases of contractions, the 
correction of joint or soft-tissue adhesions, treat- 
ment of the results of nerve injuries, genitourinary 
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treatment, and various forms of heat or ray therapy 
may well be considered as within the scope of 
specialized and surgical treatment. 

Few cases could fail to fall within this amend- 
ed section, so that the only remaining question 
is that of adequacy and reasonableness as the main 
issues upon which we must make a decision. 

Our procedure, in case medical services are not 
paid for by the insurer and there is no question of 
liability, is to refer the matter to our medical ad- 
viser, who is really a liaison officer between the 
medical profession and the administrative body. 
His position is analogous to the old family phy- 
sician in whom was merged those fundamentals 
upon which the elaborate specialisms of our day 
have been built. The medical adviser gives an 
informal opinion upon the fact, as to the reason- 
ableness of the charges and the necessity of the 
treatment. If the parties are unwilling to abide 
by an informal opinion either party may ask for a 
hearing. After the evidence is taken under oath 
by a single member a finding is made by the 
Board. 


On superficial examination it would seem ad- 
visable to have a fee table. Medical bills for serv- 
ices rendered in industrial accident cases could 
be handled en masse and a very undesirable angle 
of the work would thus be eliminated. On the 
other hand, every case must be reduced to an in- 
dividual problem. Were it possible to segregate in- 
juries into groups, have a fee table for the physi- 
cians and apply a cold scientific treatment to all 
cases, we should not have a humanitarian law 
but should be reducing the workman to a robot 
and the profession to a trade. Some of our medi- 
cal problems grow out of the type of physician 
handling the case. Certain doctors look at cases 
only from the surgical side and do not deal suc- 
cessfully with the patient when the surgical end 
result has been reached. At this time the patient 
needs help and encouragement to appreciate that 
complete recovery is always a gradual process, and 
that he may experience discomfort which is neither 
damaging nor incapacitating and requires no med- 
ical treatment. 

The patient is quick to sense a spirit of in- 
tolerance toward him; he suffers discomfort, and 
naturally seeks a physician who will give him 
treatment and sympathy. The employee is ig- 
norant of the facts that he needs no treatment and 
that if he receives it he is being overtreated; in- 
cidentally, there is a temptation on the part of some 
physicians to extend the period of treatment. Even 
though a surgical end result has been reached 
and the treatment does nothing but relieve the 
patient’s mind and give him the satisfaction of 
having something further done for him, is it fair 
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to rule that such treatment is not necessary and 
thereby arouse resentment in the mind of the 
employee? 

In determining the necessity and reasonableness 
of the bill for the services rendered the case must 
be considered in the light of the facts, which in- 
clude the mental attitude of the injured man and 
the experience and qualifications of the physi- 
cians who have had contact with the case, as well 
as the genuineness of the treatment. These are 
all given a fair evaluation. 

Other medical problems present themselves. 
Take for example a case of hernia. A worker 
has a pain in his side. This pain brings him to 
a physician, and when the latter inquires as to 
the cause, the patient immediately remembers what 
he was doing when he had the pain. The physi- 
cian examines him, learns that this was the first 
pain he has ever had, and advises him that he has 
a hernia and needs an operation. Assuming this 
diagnosis to be correct, the legal question arises 
whether the hernia was caused or aggravated by 
the incident which happened when the pain first 
occurred. While traumatic hernias in the true 
sense of the term are rare, compensable hernias 
caused by aggravating a pre-existing condition of 
the groin are exceedingly common. The em- 
ployee wants the operation but has no money. He 
has lost no time from his work but has incurred 
some medical expenses. If the physician really be- 
lieves that there was a fundamental defect, that 
this has been changed into one which gives symp- 
toms, and that the incident which the employee 
describes was sufficient to change the quiescent 
condition into an active one, he should not hesitate 
to perform the operation. Controversy will prob- 
ably develop, and the evidence will be presented 
to the Beard. It is the physician’s duty in such a 
case to appear and testify, and if there has been 
no impartial examination prior to seven days be- 
fore the hearing he is entitled to a fee for such 
an appearance and should request it from the pre- 
siding member. If in his opinion the facts sug- 
gest not a possibility but a probability, he is unfair 
to his profession and to society if he fails to 
co-operate in seeing that industry is charged with 
this economic loss. On the other hand, if he 
believes that the facts suggest a mere possibil- 
ity, he is equally unfair if he does not openly state 
his opinion and prevent the burden from being 
placed on industry. 

The physician’s relation to industry is becom- 
ing increasingly important. It is evident that there 
is a growing need for medicolegal teaching. Our 
economic structures are becoming more and more 
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complex. Many industries, in addition to insurance 
companies, now maintain clinics. 

A decision written and handed down by that 
able jurist, Mr. Justice Lummus of our Supreme 
Judicial Court, on September 20, 1937, in the case 
of McMurdo v. Getter and another (New Eng. J. 
Med. 2/8: 402-404, 1938) is of such vital interest to 
the medical profession that it deserves attention. 
Just how far this decision may affect the contrac- 
tual relation between insurers and salaried physi- 
cians is uncertain. “The position of the physician 
merely is not that of a servant of anyone,” said the 
Supreme Judicial Court when the late Oliver 
Wendell Holmes was chief justice and Knowlton, 


-Morton, Lathrop and Barker were associate jus- 


tices. The plaintiff had sued a corporation be- 
cause his disability was alleged to be due to the 
physician’s examination. The corporation had 
engaged the physician to make the examination for 
its benefit and information. Mr. Justice Holmes 
held that the physician “was not an agent or serv- 
ant of the corporation in making the examina- 
tion; he was an independent contractor. There 
is no more distinct calling than that of the doctor, 
and none in which the employee is more distinctly 
free from the control or direction of his em- 
ployer.” This case showed that in the eyes of the 
law a doctor cannot place himself in a position 
where he is a servant of his employer. The rela- 
tion of the physician to industry should and must 
at all times be that of an independent contractor 
and not that of a servant. “A person cannot do 
indirectly what he cannot do directly.” 

It is the duty of the physician to bring the fruits 
of medical progress to society, and thus to con- 
tribute to the welfare of the individual workers 
and of society as a whole. This field of service 
is wider than ever before, since new industries are 
being created and new products manufactured and 
utilized. The task of the medical specialist is to 
follow all these developments so as to give warn- 
ing of the new risks to which workers are exposed, 
and to indicate the best ‘methods of protection 
against them. This is a tremendous task. It is 
the individual en masse who performs work and 
who likewise suffers trauma. Broken personalities 
resist restorative measures, and a large number of 
our disabilities result from them. It is the physi- 
cian’s responsibility to provide adequate measures 
to restore the diminished productive power. But 
whatever happens, whatever the future holds for 
the employee, the medical profession and industry, 
and even the government, must always remember 
that the relation of the physician to the employer 
is that of an independent contractor and not that of 
a servant. 
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THREE TYPES OF MECKEL’S DIVERTICULUM 
Tuomas F. Corriwwen, M.D.* 


NORTHAMPTON, MASSACHUSETTS 


Dv recognition has been given to the fact that 
the anomaly described by Johann Friedrich 
Meckel in 1812 and known as Meckel’s diverticu- 
lum does not always undergo retrogression but 
abides in varying degrees of persistence and pa- 
tency. While diverticulums are comparatively rare 
(the literature usually gives an incidence of 1 to 3 
per cent at postmortem examination), and rarer 
in adults than in children, they occur, as Green* 
has shown, with sufficient frequency to warrant 
careful consideration and to justify detailed re- 
ports on individual cases. 

Attempts have been made by different authors 
to classify the various types of diseases of Meckel’s 
diverticulum according to the underlying lesion 
with the attending syndrome. Greenwald and 


Steiner? analyzed 51 cases occurring in children 
under fifteen and divided them into three groups: 
ulceration with or without perforation, diverticu- 
litis and intestinal obstruction. Greenblatt, Pund 
and Chaney* reported 18 cases with an average 
age of twenty-seven. These fell into six groups: 
peptic, with or without ulceration, obstructive, 


diverticulitis, umbilical, tumor and incidental. The 
following classification was suggested by Chester- 
man:* inflammation with or without ulceration, 
obstruction, fistula, neoplasms, and associated local 
abnormalities, such as a mesenteric cyst or entero- 
cystoma. 

The three cases reported below, observed within 
three years, represent characteristic types of Meck- 
el’s diverticulum: the bleeding and non-acute, the 
gangrenous and obstructive and the silent. Dis- 
covery of the third type is necessarily incidentai. 
An interesting variation in the first two cases ap- 
pears in the fact that in one the base of the diver- 
ticulum could be left to avert narrowing of the 
lumen of the bowel, whereas with the obstructive 
and gangrenous type resection was necessary. In 
both these cases the previous history showed no 
indication of the condition, the illness was insidi- 
ous and its onset sudden, and the response to sur- 
gical treatment was prompt and complete. 

All three cases were operated on at the Cooley 
Dickinson Hospital. 


Case 1. Bleeding Meckel’s Diverticulum (non-acute 
type). F. K., male, aged 15. 

The patient had begun to look pale about 2 weeks before 
he was examined, and shortly afterward began to suffer 
intermittent pains in the lower abdomen. Four days be- 
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fore examination he had diarrhea, passing dark, bloody 
stools; the bowels continued to be loose, and he vomited 
several times, once after taking a cathartic and once after 
eating dinner. For several days he had eaten little, and 
felt weak, drowsy and cold. The previous history was 
negative, with the bowels usually regular. 

Although he was fairly well developed and well 
nourished, the patient’s color was sallow, the mucous 
membranes of the lips were markedly pale, and the pulse 


_ was rapid and very thready. Except for the abdomen, the 


physical examination was negative. In the region of the 
terminal ileum and cecum, the right-lower quadrant of 
the abdomen felt doughy, suggesting a mass. The condi- 
tion was diagnosed as acute ulcerative ileocolitis or a 
bleeding Meckel’s diverticulum. 


The hemoglobin was 38 per cent; there were 1,900,000 
red cells and 7050 white cells. The blood was Type O 
(Landsteiner); the coagulation time was 5 minutes. The 
urine was normal. 

During the first 2 days at the hospital the pulse be- 
came stronger and the general condition improved, al- 
though there were no bowel movements. There was no 
pain, but the mass in the right-lower quadrant was still 
present. On the 3rd day a blood transfusion with sodium 
citrate was attempted. After about 60 cc. of the solution 
had run into the vein the patient complained of severe 
pain in the lower abdomen, then became cold, clammy 
and practically pulseless, and fainted. The transfusion 
was immediately stopped. The bed was put on blocks, 
and the patient was given salt solution into the thighs, 
and morphine. Shortly afterward he had a profuse, 
bloody bowel movement. The coagulation time was 
5¥%4 minutes. He was kept on blocks for the night, and 
the following day another transfusion was decided upon. 

The patient was made ready for a laparotomy, which 
was performed simultaneously with this second trans- 
fusion. Under local anesthesia, a midline incision was 
made, extending from the symphysis to the umbilicus. 
On inspection of the small bowel, the patient com- 
plained of pain and was given a little gas-oxygen. Exam- 
ination of the terminal end of the ileum and the cecum 
disclosed no ulcerative or inflammatory conditions. On 
examination of the ileum, however, a Meckel’s diverticu- 
lum was brought into view, situated about 45 cm. from 


the cecum and lying in the left pelvis. After removal, the . 


diverticulum was found to be completely filled with old 
blood. The ileum was then sutured. There was no 
need for resection of the bowel, as a sufficient amount of 
the base of the Meckel’s diverticulum was left so that 
there was no narrowing of the lumen. During this time, 
the patient had been given 400 cc. of blood and was later 
given salt solution by vein. 

On the day following the operation, the patient’s red- 
cell count was 2,530,000 and the hemoglobin 38 per cent. 
At no time following the operation was there any blood 
in the stools. On the 17th postoperative day the red-cell 
count was 3,879,999 and the hemoglobin 45 per cent. He 
was discharged on the 27th postoperative day. His gen- 
eral condition when he was last seen was very satisfactory. 

Pathologic Report (Dr. F. D. Jones). The diverticulum 
was 5 cm. in length and 1.5 cm. in diameter at the base; 


- 
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there was a constriction 2 cm. below the base. The mucosa 
was yellowish gray in color. Rugae were prominent, ex- 
cept for the narrow band at the constricted portion, where 
there seemed to be some atrophy. The mucosa consisted 
of columnar epithelium of the cylindrical type and goblet 
cells. The other layers were the muscular mucosa, circu- 
lar and longitudinal muscle fibers and serosa, The blood 
vessels contained many erythrocytes, and moderate peri- 
vascular lymphocytic infiltration was noted. An occasion- 
al eosinophil was found in the submucosa. 


Case 2. Gangrenous Meckel’s Diverticulum and Com- 
pression Obstruction of the Ileam. R. A., male, aged 19. 

The patient awoke at 3 a. m. with a violent pain gen- 
eralized over the entire abdomen. He became nauseated 
and vomited greenish-yellow fluid, the vomiting recur- 
ring several times during the day. He continued to suf- 
fer pain, which became localized after a few hours in the 
lower right quadrant, extending from the midline to the 
flank, the maximum intensity being about 5 cm. below 
and medial to McBurney’s point. By the time of his ar- 
rival at the hospital later in the morning, the pain had 
again become general and was very severe. Examination 
revealed some distention of the upper portion of the ab- 
domen, with no spasm or rigidity under pressure. In the 
lower abdomen, palpation over the right side elicited some 
tenderness, but there was no marked muscle spasm. The 
chief complaint seemed to be centered about the umbili- 
cus. A diagnosis of probable acute appendicitis was made, 
with another physician disagreeing. 

The previous history included chorea at the age of 6 or 
7, and measles, scarlet fever, mumps and whooping cough 
in childhood. Two or three months before admission he 
had awakened from a sound sleep suffering a sharp gen- 
eral pain in the abdomen. This had lasted only a moment 
or two and had not recurred until the present. He had 
been very active and healthy and had not had any diges- 
tive disturbances. In the physical examination the eyes, 
ears, nose and throat were negative, the chest was normal, 
and there were no heart murmurs. 

When the abdomen was opened by a right rectus in- 
cision, free blood was found. The appendix appeared 
normal. When the right hand was placed in the pelvis 
a great deal of free blood welled up. With the enlarge- 
ment of the incision toward the midline, several loops of 
the small bowel were found to be absolutely flat. In fol- 
lowing up the ileum, a large mass was disclosed. This 
was a strip of gangrenous material approximating 4 cm. 
at the base and coming off from the cecum, which had 
curved over and had completely encircled one loop of gut. 
The proximal portion of this loop was markedly distended 
and reddened. The gangrenous area had extended through 
the mesentery of the loop and through the mesentery of the 
original loop of ileum to which it was attached, so that 
it completely encircled both the loop of the small bowel 
and the loop of ileum which was its original attachment. 
The Meckel’s diverticulum was about 17 cm. long. The 
distal portion of the diverticulum was freed and drawn 
through the two openings in the mesentery. With the 
loosening of the distal portion, the bowel immediately 
assumed its normal condition. A resection of the gut was 
then done, in order to remove the gangrenous portion of 
the bowel along with the diverticulum. The postopera- 
tive course of the patient was uneventful, and within 13 
days he had made a very satisfactory convalescence. 


Case 3. Silent Meckel’s Diverticulum and Gangrenous 
Ovarian Cyst. M. G., female, aged 43. 

One week after a normal menstrual period, the patient 
suffered a sudden, sharp, severe pain in the lower left pel- 
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vis. For 5 days she continued to suffer pain, from which 
repeated enemas brought no relief. On the 5th day 
she consulted a physician and was sent to the hospital. 
Seven months before, there had been a gradual increase 
in the size of the lower abdomen, particularly on the 
left, but until the present illness she had suffered no dis- 
comfort. 

Except for the abdomen and for slight rapidity of in- 
spiration and expiration, physical examination was nega- 
tive. The abdomen was markedly distended. The out- 
line of a mass could be seen over the left lower quadrant, 
extending from about the midline over the entire left pel- 
vis and up to about the level of the umbilicus. Rectal 
examination gave the impression of a definite, rounded, 
smooth mass about the size of a large grapefruit. This 
mass was extremely tender to the touch, and during the 
examination the patient complained of considerable pain. 

The red cells numbered 4,560,000 and the white cells 
21,000, with 90 per cent polymorphonuclears, 

A midline incision was made from the symphysis to the 
umbilicus. Upon opening the abdomen, some dark-red 
blood was found free in the peritoneal cavity. As 
preparation was being made for walling away the large, 
black and gangrenous cyst of the ovary, which had been 
readily found, a definite Meckel’s diverticulum came up 
into the wound. The diverticulum was about 45 cm. 
from the cecum, and its walls were much thinner than 
the walls of the ileum. It contained no fecal matter but 
was distended with gas, as was practically all the small 
bowel. The cyst and diverticulum were removed with- 
out difficulty. The patient had an uneventful conva- 
lescence. 

Pathologic Report (Dr. F. D. Jones). The diverticulum 
measured 4 cm. in length and 1.8 cm. in diameter. The 
serous surface was pink. The wall was 4 mm. in thick- 
ness, and the well-differentiated mucosa was gray, glisten- 
ing and velvety. The diverticulum was pear-shaped, with 
the largest diameter at the base. The mucosa was made 
up of glands in which numerous goblet cells were found. 
These glands were closely packed in a delicate stroma. The 
normal muscular coat of the intestine was present. 


The symptomatology of a diseased Meckel’s di- 
verticulum depends on the pathologic changes 
that have taken place. In order of frequency, 
the symptoms associated with hemorrhage from the 
rectum, according to Chesterman,* are anemia, 
pain, vomiting and bowel irregularity. The blood 
is usually dark, unmixed with mucus or pus. 
Greenwald and Steiner’ noted in the peptic type 
without perforation, hemorrhage, abdominal pain, 
nausea and vomiting and weakness. There may 
be no abdominal signs, or there may be tenderness, 
either on the right or left, and in some cases 
a palpable mass. Radiological examination is usu- 
ally negative. Secondary anemia may be severe. 

Diagnosis is usually made by a process of exclu- 
sion. Between the ages of five and fifteen, melena 
is unusual and should suggest the possibility of a 
Meckel’s diverticulum. 

The above symptom-complex is illustrated in 
Case 1. Pathological examination, however, re- 
vealed no evidence of ulceration. Chesterman‘ 
has discussed the etiology of hemorrhage and states 
that very few cases have been recorded of un- 
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doubted hemorrhage from diverticulums which 
showed no signs of either aberrant mucosa or ulcer- 
ation. He believes that recurrent inflammation of 
a hemorrhagic nature may be the cause. 

Obstruction, either of the bowel or of the di- 
verticulum itself, may be caused by bands or ad- 
hesions, by intussusception or volvulus, by coils 
of the ileum wrapped around the diverticulum or, 
as in Case 2, by the diverticulum being coiled 
around the intestine. 

In the series described by Greenwald and Steiner,” 
obstruction occurred in 15 of the 51 cases. In 9 the 
obstruction was due to the presence of bands, in 
5 to intussusception, and in 1 the ileum had be- 
come wrapped around the diverticulum. Seven of 
the 18 cases reported by Greenblatt, Pund and 
Chaney’ developed partial to complete intestinal 
obstruction; 2 of these were due to intussusception 
and 1 to volvulus. In cases of this type the onset 
is usually acute, with abdominal pain, nausea and 
vomiting. Infrequently there is a history of intes- 
tinal bleeding. 

The gangrenous condition of the diverticulum, 
with free blood in the abdomen, as found in 
Case 2, suggests that here we may have a com- 
bination of diverticulitis with perforation and in- 
testinal obstruction. 
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In the majority of instances, however, Meckel’s 
diverticulums give no symptoms but are discov- 
ered by chance during abdominal operations or 
at autopsy. Case 3 represents this passive or in- 
cidental type. 

Treatment is invariably surgical. When hemor- 
rhage has occurred, transfusions should be given 
to combat anemia. When found in the course of 
an operation a “silent” diverticulum should be re- 
moved, as pathologic changes may develop. 


SUMMARY 


Several classifications of the types of diseases of 
Meckel’s diverticulum as reported in the literature 
are presented. 

Cases illustrating three important types —the 
hemorrhagic, the obstructive and the silent — are 
presented, and the operative procedures described. 

Symptoms and diagnosis are discussed. 
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SULFANILAMIDE IN THE TREATMENT OF 
GONORRHEA IN THE FEMALE 


Burton C. Gropserc, M.D.,* Epmunp L. Carey, M.D.t 


BOSTON 


N the out-patient department of the Boston City 
Hospital we have an excellent opportunity to 
study gonorrhea in the female. All the cases in- 
cluded in this study have been treated with 
sulfanilamide. Harvey and Janeway, Young, Helm- 
holz and Osterberg have pointed out that, in doses 
of 80 gr. daily, it is a dangerous agent. Being 
faced with its unknown toxicity, we decided from 
the outset to utilize smaller doses over a longer 
period. We have prescribed an average daily dose 
of from 20 to 30 gr. for a four- to six-week period. 
No intramuscular injections have been given. The 
drugs used have been Prontylin and Stramid, both 
products of reputable houses. 
In every case we have demonstrated the gon- 
ococcus intracellularly in smears of the exudate 


Read before a meeting of the New England Obstetrical and Gynecological 
Society, at the Boston City Hospital, December 1, 1937. 


*Teaching fellow in obstetrics, Tufts College Medical School; obstetrical 
house surgeon, Boston City Hospital. 

tTeaching fellow in obstetrics, Tufts College Medical School; senior gyne- 
cological intern, Boston City Hospital. 


stained by Gram’s method. ‘The smears have been 
taken from the urethra, the cervix or the region 
of Bartholin’s glands, both for diagnosis and as a 
criterion for cure. We have not utilized cultures, 
nor have we routinely included the complement- 
fixation test. 

Each patient, after the diagnosis had been es- 
tablished, was informed of her disease and given 
definite instructions. The drug was furnished by 
the Massachusetts Department of Public Health 
and at each visit dispensed through our Social 
Service Department. This treatment was the only 
one utilized, and the patients were told not to take 
medicated douches except in special cases. Original- 
ly these patients were seen three times a week, 
but later this was changed to weekly visits. They 
were advised to refrain from coitus and the use 
of alcohol. The usual public-health measures to 
prevent extragenital spread were carried out. Im 
this series we have excluded cases of the chronic 
type and acute cases which did not have a positive 
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smear, but the latter have been treated with re- 
sults similar to those reported in this study. 


The type cases have been acute endocervicitis, 
acute urethritis, vulvovaginitis, both adult and 
juvenile types, and acute pelvic inflammatory dis- 
ease. We have treated a few patients in various 
stages of pregnancy. Our experience has been the 
same as that of Kenny, Johnston, von Haebler and 
Miles, who found no exaggeration of pre-eclamptic 
symptoms in their cases of pyelitis of pregnancy 
following treatment with sulfanilamide. 

The characteristic course of our patients has 
very closely simulated that of Cook and Buchtel, 
Helmholz and Osterberg, Reuter and Orr, who 
used the larger doses, the only difference being a 
slightly slower response in our cases. We found: 


(1) In less than one week, usually about three 
to four days, there was subjective improvement. 
Patients reported diminishing discharge and those 
who had had pain stated that it decreased and soon 
ceased. 

(2) The smears taken at about one week after 
the onset of medication showed fewer gonococci, 
with the organisms situated extracellularly. 
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The drug was also ineffective in the majority of 
cases of infantile vulvovaginitis, utilizing both 
topical and oral sulfanilamide medication; this 
was true in spite of doses approximating by weight 
those of other observers. Long and Bliss contend 
that sulfanilamide is most efficacious in an alka- 
line medium. Our failure with topical application 
may be attributed to the fact that the vagina is no- 
toriously acid; however, we did not supplement 
oral medication with alkalies in our successful 
adult cases. In the future we may follow another 
series topically and orally, with the additional ad- 
ministration of alkalies. 

The juvenile patients in whom there was no 
response to sulfanilamide showed excellent results 
with daily Amniotin suppositories of 2000 rat 
units, with a total dosage of 24,000 to 36,000 units. 

Contrary to the experience of Archer and Dis- 
combe, Cook and Buchtel, Helmholz and Oster- 
berg, and Brunsting, we have had a minimum of 
toxic manifestations. In no case were we forced 
to discontinue the drug because of their appear- 
ance. There were 4 adults who complained of 
giddiness and nausea, but no case of cyanosis. 
In the children, when the dosage was raised, we 


Table 1. Summary of Results, Dosage and Duration of Treatment. 


DIAGNosIS TOTAL 
Acute pelvic i tory disease... 15 
Acute urethritis and endocervicitis...........+eeeeeee8 3 
1 
Totals (excluding infantile cases).........-..-... 27 


Averages (excluding infantile cases).............. 


VERAGE 
AVERAGE AVERAGE AVERAGE No. or 
No. oF CASES Daity Dose DvurRaTIon FoLiow- NEGATIVE 
CURED SULFANIL- OF uP MEARS 
AMIDE TREATMENT Periop In CuRED 
gr. mo. mo. 
13 (a) 28 1 2% 4 
7 (one 24 1 3 5 
ed 27 1 2 6 
1 (100% 20 1 2 3 
1 (20%) 8 2% 3% 2 
23 (85%) 
26 1% 2¥, 4 


(3) The purulent nature of the smear contin- 
ued, but in from seven to ten days gonococci were 
absent. 

(4) The discharge shortly thereafter became 
mucoid, and no pus cells were seen on examina- 
tion. 

(5) Acute masses, both tubo-ovarian and vulvo- 
» vaginal, resolved in about ten to fourteen days. 
(One of our pregnant cases had a Bartholin gland 
in which infection was definitely increasing; in 
three or four days following the onset of medica- 
tion this became painless, and in less than two 
weeks was no longer palpable.) 

(6) The cervix lost its acute inflammatory ap- 
pearance and the discharge ceased. (Those cer- 
vices which were eroded with ectropion were 
treated as chronic endocervicitis, at first with de- 
pletion douches and glycerin tampons and later 
with cauterization to control the local lesion.) 


We used topical applications of Prontosil in 
a few of our early cases, with no improvement. 


observed two skin rashes similar to those described 
by Brunsting and by Schwentker and Gelman. 
These were vesicopapular, itchy and limited largely 
to the hands, face and legs — all exposed surfaces. 


Our criteria for cure were as follows: 


(1) At least three negative smears, both from 
cervix and urethra, at weekly intervals (at least 
one was either pre- or post-menstrual). 

(2) Absence of any symptomatology or clinical 
signs, such as discharge, pain, injection, inflamma- 
tory masses, or pain on movement of the cervix — 
and uterus. 


In all, we have included in this preliminary 
series 32 cases. We have double this number which 
we have excluded either for failure to conform to 
our criteria or to continue treatment. The former 
group has shown as good a clinical response as 
those we are discussing. 

There were 85 per cent cures in our adult 
group (Table 1). These figures compare well 
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with the 87.5 per cent reported by Orr, the 80 
per cent reported by Brown and Bannick and the 
similar percentage of Dees and Colston. Many of 
the cases reported by these authors, however, oc- 
curred in men, and all observers . a lower 
percentage of cures in women. In the juvenile 
type of vulvovaginitis only 1 case (20 per cent) 
was successfully treated with sulfanilamide. This 
compares favorably with the results of Hageman 
and Blake, who report 1 cure in 3 patients. 

As yet we have had no relapses and it is too 
early to consider recurrences. 


SUMMARY 


A series of 32 cases of gonorrhea in women has 
been treated with relatively small doses of sulfanil- 
amide. Although the percentage of cures may be 
slightly less than that reported following the use 
of larger doses, this fact is compensated for by the 
absence of toxic manifestations. 


We are indebted to Miss Mary Parker and Miss Gladys 
Madoff of the Social Service Department, and Miss Marion 
Johnson, our technician, for their co-operation in this 
study. 
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THE MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 


PROCEEDINGS OF THE COUNCIL 


Annual Meeting, June 1, 1938 


T HE annual meeting of the Council of the 
Massachusetts Medical Society was called to 
order by the president, Channing Frothingham, 
Suffolk, in the Penthouse of the Hotel Bradford, 
Boston, on Wednesday morning, June 1, at 10:30 
o'clock. There were 234 councilors present; the 
list will be found in Appendix No. 1. 

The Secretary presented the minutes of the last 
meeting (February 2, 1938) as published in the 
New England Journal of Medicine, issue of March 
17, 1938. After the usual query concerning correc- 
tions or additions, the President declared the rec- 
ords approved as published. 

The following obituaries of the four councilors 
who had died since the last meeting were read by 
the President: 


Dr. John S. Leard, of West Roxbury, died at his home, 

February 3, after a week’s illness. He was in his seventy- 
second year. 
A native of Prince Edward Island, he graduated from 
Prince of Wales College and received his degree from 
the University of Pennsylvania School of Medicine in 
1894. 

Dr. Leard was a member of the original staff of the 
Faulkner Hospital and was organizer and first president 
of the West Roxbury - Roslindale - Jamaica Plain Medical 
Association. He was a fellow of the American Medical 
Association. At the time of his death he was vice-president 
of the Jamaica Plain Dispensary and a member of the 
Clinical Club of Boston and of the Norfolk District Medical 
Society, of which he was a past president, councilor and 
censor. 

His widow, a daughter and twin sons survive him. 


Dr. Arthur R. Crandell died at his home in Taunton, 
March 19. He was in his sixty-ninth year. 

A native of Taunton, he attended the high school there, 
later graduated from Harvard University and received 
his degree from the Harvard Medical School in 1896. 
Since 1900 he had been consulting physician at the Morton 
Hospital in Taunton. He was a fellow of the American 
Medical Association. His memberships included the New 
England Pediatric Society and the Taunton Doctors’ Club. 
Dr. Crandell was a councilor and supervising censor of the 
Massachusetts Medical Society for many years. 

His widow, a daughter, a sister and three grandchildren 
survive him. 


Dr. William D. Walker, of Andover, died April 12. 
He was im his sixty-first year. 

A native of St. John, New Brunswick, he was the son 
of Dr. Thomas Walker, physician-surgeon and colonel 
of the 62d regiment of Canadian militia. He received 
his degree from Tufts College Medical School in 1905. 
He served as school physician at Andover for many years 
and was on the school committee for six years. 

Dr. Walker was a fellow of the American Medical Asso- 
ciation and a member of the Lawrence Medical Club. 


At the time of his death he was president of the Essex 
North District Medical Society. 


Dr. Francis M. McMurray, of Fitchburg, died at his 
home May 8. He was in his sixty-sixth year. 

Born in Merrimack, he attended the Fitchburg High 
School, graduated from Brown University and received 
his degree from the New York University College of Medi- 
cine in 1899, 

Dr. McMurray was president of the staff at the Burbank 
Hospital for many years and had been chief anesthetist 
at the hospital for several years. He was a fellow of the 
American Medical Association and was a past president 
of the Worcester North District Medical Society and its 
secretary at the time of his death. 

His widow, a daughter and a brother survive him. 


The councilors stood in silent tribute. 


After the roll call of the nominating councilors, 
the following-named gentlemen retired to consider 
the nomination of officers and orator for the en- 
suing year: 

W. DY*A. Kinney, Barnstable; H. J. Downey, 
Berkshire; W.H. Allen, Bristol North; E. F. Cody, 
Bristol South; F. W. Snow, Essex North; J. F. 
Jordan (alternate), Essex South; W. J. Pelletier 
(alternate), Franklin; G. L. Schadt, Hampden; 
L. N. Durgin, Hampshire; R. R. Stratton, Middle- 
sex East; F. D. Lambert, Middlesex North; A. W. 
Dudley, Middlesex South; W. A. Griffin, N orfolk; 
C. A. Sullivan, Norfolk South; W. H. Pulsifer, 
Plymouth; E. P. Joslin (special alternate), Suffolk; 
R. P. Watkins, Worcester; and E. A. Adams (al- 
ternate), Worcester North. 


There being no alternate from Suffolk to cover 
the absence of Dr. Lahey, the chair obtained per- 
mission of the Council to appoint Dr. Elliott P. 
Joslin as alternate from Suffolk. 


REPORTS OF STANDING COMMITTEES 
Membership and Finance 


The chairman, Dr. David N. Blakely, Norfolk, 
presented the report of his committee which rec- 
ommended that seven fellows be allowed to re- 
tire, that the dues of two fellows be remitted, that 
ten fellows be allowed to resign and that nine 
fellows be allowed to change membership from one 
district society to another without change of legal 
residence. The report was accepted and the recom- 
mendations approved. (See Appendix No. 2.) 

The financial part of the report by Dr. Blakely 
recommended that the surety bond of the Treas- 
urer in the amount of $15,000 be renewed for one 
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year from June 19, 1938. This report was likewise 
accepted and the recommendation approved. 

Although not properly a part of the report of the 
Committee on Membership and Finance, action on 
the restoration of fellows and the appointments of 
committees to consider applications for restoration 
were included at this point. 

The Council approved of the recommendations 
of committees previously appointed to consider 
petitions for restoration to the privileges of fellow- 
ship of nine applicants. (See Appendix No. 3.) 

The Council approved of the committees nom- 
inated by the President to consider petitions for 
restoration to fellowship which had been received 
from eleven fellows previously deprived. (See 
Appendix No. 4.) 


Ethics and Discipline 

This report, which was presented by the chair- 
man, Dr. David Cheever, Suffolk, and which con- 
tained no recommendations, was accepted by the 
Council. (See Appendix No. 5.) 


At the close of his report Dr. Cheever announced 
his resignation from the committee. The Council 
expressed its appreciation of the long and faithful 
service rendered by him on this committee by a 
spontaneous outburst of applause. 


Medical Education and Medical Diplomas 


In the absence of the chairman, Dr. Fitz, the 
report was read by Dr. Charles A. Sparrow, Wor- 
cester. (See Appendix No. 6.) There being no 
recommendations in the report, it was duly ac- 
cepted by the Council. 


State and National Legislation 

The chairman, Dr. Charles C. Lund, Suffolk, pre- 
sented an informal report in which he reviewed the 
work of the committee for the past year. He pointed 
out that, while one hundred per cent success had not 
attended the committee’s efforts, most of the major 
issues had been acceptably handled. The Legisla- 
ture did, however, extend until 1941 the provisions 
of the law previously enacted which sets up an ap- 
proving authority to scrutinize all medical schools 
graduating individuals who subsequently apply for 
licensure. He reported that the osteopathic and 
chiropractic bills, together with bills designed to 
improve the dispensing of drugs and poisons, were 
placed in the hands of a recess commission of the 
Legislature. The committee does not know the 
final form which the legislation will take. He com- 
mented upon the work of the committee in car- 
rying out the instructions given by the Council 
at its meeting on February 2, 1938, which were 
designed to support Dr. Henry D. Chadwick for 
reappointment as commissioner of public health. 
He reported that, while one nomination had 
been made by the Governor, it had not been 


THE NEW ENGLAND JOURNAL OF MEDICINE 


June 30, 1938 


confirmed by the Governor’s Council and that no 
subsequent nomination had yet been made. 

He stated that the committee was doing all in 
its power to persuade the Legislature to pass a 
reasonable bill looking toward the reorganization 
of the Department of Mental Diseases. It is the 
hope of the committee that action by the Legisla- 
ture may be postponed until the next annual ses- 
sion in order to permit further study during the 
summer and fall. 

In the opinion of the committee there were cer- 
tain parts of the bill to regulate the practice of 
nursing which were admirable but, as the bill had 
been hurriedly drawn, it needs further study, and 
the committee seeks to have this study conducted 
by a recess commission during the coming summer. 

Under the heading of national legislation, the 
chairman referred to a bill (H. R. 4650) which 
had. passed the House and Senate and which ex- 
tends medical privileges to osteopathic physicians. 
He stated that the Journal of the American Medical 
Association had recently published an editorial on 
the matter and, from the information received, it 
appears that the Senate had passed the bill as a 
result of deliberate misrepresentation by the pro- 
ponents which implied that the provisions of the 
bill had met with the approval of organized med- 
icine. The committee recommended that the 


‘Council pass a resolution to be sent by telegraph 
to President Roosevelt requesting that the bill be 


vetoed. 

The chairman expressed the opinion that cer- 
tain of the legislators believe that the Massachu- 
setts Medical Society is ultraconservative and does 
not co-operate in efforts made to abolish various 
abuses. In his opinion the Society should do what 
it can to facilitate the work of various state depart- 
ments by supporting proper legislation. 

Dr. Lund paid his respects to Dr. Arthur W. 
Marsh, Worcester, who had submitted his resig- 
nation from the committee after a long period of 
faithful and effective service. He commented upon 
the organization perfected by Dr. Marsh in his 


district and submitted it as an inspiration to the _ 


other district societies. ‘The committee also ex- 
tended its thanks and appreciation to the members 
of the district legislative committees for the serv- 
ice that they had rendered during the past year. 
The report of the committee was duly accepted. 
The specific recommendation was that the follow- 
ing telegram be sent to President Roosevelt over 
the signature of the president of the Massachusetts 
Medical Society: 

At its annual meeting, the Council of the Massachusetts 
Medical Society voted unanimously to urge you to veto 
H. R. 4650. This bill would give osteopaths standing that 
they do not now have and would be, in our considered 
opinion, detrimental to the best interests of the public. 


The recommendation was duly approved. 
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Public Health 


The report by the chairman, Dr. Robert B. 
Osgood, Suffolk, was duly accepted. (See Appen- 
dix No. 7.) The joint resolution presented in the 
report had been referred to the Section of Obstetrics 
and Gynecology and the Council was informed 
that the Section had taken favorable action. 


Medical Defense 


The report of the committee by the chairman, 
Dr. Franklin G. Balch, Suffolk, was duly accepted. 
(See Appendix No. 8.) 


REPORTS OF SPECIAL COMMITTEES 


Postgraduate Instruction 


The report by the chairman, Dr. Frank R. Ober, 
Suffolk, was duly accepted. (See Appendix No. 
9.) The committee’s recommendation that the So- 
ciety continue to co-operate with government agen- 
cies in giving extension postgraduate instruction 
was duly approved by the Council. The recom- 
mendation that the Massachusetts Medical Society 
sponsor a Clinical Congress was discussed in some 
detail and was finally approved and the committee 
instructed to work out the details. 


Public Relations 


The report.was presented by the secretary, Dr. 
Elmer S. Bagnall, Essex North. (See Appendix 
No. 10.) Dr. Bagnall referred to what has come to 
be known locally as the Lane Resolution but which 
is in fact a resolution presented to the House 
of Delegates of the American Medical Association 
by the delegates from Ohio at the annual meeting 
in 1937. It was stated that this resolution has been 
adopted by eighteen states. After some discussion, 
in which it was pointed out that the acceptance 
of the report did not carry with it approval of the 
recommendations contained therein, the report was 
finally accepted by the Council. 

Dr. Lane moved to substitute the original reso- 
lution submitted by him for Recommendation No. 
1 made by the committee. The resolution follows: 


Resotvep, That we approve the prepared hospital plan 
with the stipulation that the contract benefit provided 
by group hospitalization insurance shall be limited to 
hospital accommodations such as room, bed, board, operat- 
ing room facilities and general nursing care ordinarily 
provided by hospitals; routine drugs, and the routine 
services of interns only when acting under the direction 
of the attending physician; and that except as stated above, 
the contract shall not include the services of physicians 

either general or special. 


There was discussion by Dr. Walter A. Lane, 
Norfolk; Dr. Albert A. Hornor, Suffolk; Dr. 
Frank H. Lahey, Suffolk; Dr. Michael A. Tighe, 
Middlesex North; Dr. Leroy E. Parkins, Suffolk; 
and Dr. Charles J. Kickham, Norfolk. The Presi- 
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dent then called for a vote and announced that Dr. 
Lane’s motion was lost. 

Recommendation No. 1 in the report was next 
presented. The recommendation was adopted 
without opposition. 

The second recommendation was then presented 
and was finally adopted in the following modified 
form: 


Wuereas, This report leaves unsolved the important 
question of what constitutes desirable service by a hos- 
pital; be it 

Resotvep, That the Council refer this question to the 
Committee on Public Relations for study and for report 
at the next annual meeting of the Council, and that the 
Council further recommends that the organized anesthe- 
tists, roentgenologists and pathologists take up with the 
Hospital Council of Boston and the New England Hospital 
Association certain very important and fundamental prob- 
lems in medicine related to this discussion with the hope 
of reaching a decision which will be mutually agreeable 
to hospitals and organized medicine. 


The third recommendation was then presented 
and was finally divided into two parts: first, “that 
the Council approve the survey the American Medi- 
cal Association is making on the adequacy of med- 
ical care.” After considerable discussion, in which 
Dr. Michael A. Tighe, Middlesex North; Dr. 
Frank H. Lahey, Suffolk, and Dr. John P. Monks, 
Suffolk, took part, the Council voted to approve 
of this part of the recommendation. 

The second part of the third recommendation, 
namely “that the Massachusetts Medical Society 
accept responsibility for the proper analysis and 
tabulation of the material collected by the district 
societies” was referred to the Committee on Mem- 
bership and Finance. (This recommendation was 
subsequently referred to the newly appointed Com- 
mittee on Financial Planning and Budget.) 


Insurance Relations 


From the report by the chairman, Dr. William 
G. Curtis, Norfolk South, it appears that this com- 
mittee continues to function in its endeavor to pro- 
mote better relations among the insurance compa- 
nies, the hospitals and physicians. There was a joint 
meeting of presidents and secretaries from certain 
district medical societies, together with hospital and 
insurance executives, held at the Chamber of 
Commerce building on Monday, March 21, 1938. 
The entire arrangement, as previously presented, 
was discussed in detail. Apparently the majority 
of the participants were pleased with the progress 
which has been made. The meeting was in charge 
of a committee composed of Dr. William G. Cur- 
tis, Dr. George A. Maclver, Mr. James H. Holland 
and Mr. Richard J. Dunn. It was evident that the 
work of Dr. Henry M. Landesman, the secretary 
of the committee, had been most effective. ‘The 
report was accepted as one of progress. 
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Physical Therapy 


The report by the chairman, Dr. Franklin P. 
Lowry, Middlesex South, was accepted by the 
Council. (See Appendix No. 11.) 


ELECTION OF OFFICERS 


The senior member of the nominating coun- 
cilors presented the following list of candidates 
for election as officers and orator of the Massa- 
chusetts Medical Society for the ensuing year: 

For president: Channing Frothingham, Boston. 
For vice-president: A. Warren Stearns, Billerica. 
For secretary: Alexander S. Begg, West Roxbury. 
For treasurer: Charles S. Butler, Boston. 

For orator: Elliott P. Joslin, Boston. 


The President asked if there were any other 
nominations from the floor. There being none, 
Dr. Lane, Norfolk, moved that, under suspen- 
sion of the rules, the Secretary be directed to cast 
one ballot for the list as nominated by the nom- 
inating councilors. The motion was duly sec- 
onded and, there being no discussion, the question 
was put and the Council voted to elect the officers 
and orator as nominated. The President then de- 
clared that the officers and orator for the ensuing 
year had been duly elected. 


The standing committees for the ensuing year 
were nominated by the President as follows: 


CoMMITTEE ON PUBLICATIONS 


R. I. Lee, chairman; R. M. Smith, F. H. Lahey, 
J. P. O’Hare, Conrad Wesselhoeft. 


CoMMITTEE OF ARRANGEMENTS 
R. P. Stetson, chairman; Augustus Thorndike, Jr., 
E. J. O’Brien, Jr., W. T. O’Halloran, J. A. Halsted. 


CoMMITTEE ON ETHICcs AND DIsCIPLINE 


R. L. DeNormandie, chairman; C. J. Kickham, 
R. R. Stratton, W. J. Brickley, A. G. Rice. 


CoMMITTEE ON MeEpicaL EpucaTION AND MEDICAL 
Reginald Fitz, chairman; E. S. Calderwood, A. W. 
Stearns, A. R. Gardner, G. D. Henderson. 


CoMMITTEE ON STATE AND NATIONAL LEGISLATION 


C. C. Lund, chairman; B. F. Conley, A. M. Butler, 
C. A. Robinson, D. L. Lionberger, secretary. 


CoMMITTEE ON MEMBERSHIP AND FINANCE 

H. Q. Gallupe, chairman; G. C. Caner, J. E. Fish, 
H. F. Newton, P. H. Leavitt. 
CoMMITTEE ON PusLic HEALTH 

R. B. Osgood, chairman; Gerald Hoeffel, S. C. 
Dalrymple, H. L. Lombard, F. P. Denny. 
CoMMITTEE ON MeEpicaL DEFENSE 

F. G. Balch, chairman; E. D. Gardner, F. B. Sweet, 
A. W. Allen, W. R. Morrison. 
CoMMITTEE ON PERMANENT 


W. H. Robey, chairman; C. G. Mixter, J. M. Birnie, 
C. S. Butler, E. C. Miller. 
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In each instance Dr. Frothingham called for ad- 
ditional nominations, and there being none, each 
committee was declared appointed. On motion of 
Dr. Charles E. Mongan, Middlesex South, duly 
seconded, the Secretary was instructed to write a 
letter of appreciation to those men who have re- 
tired as chairmen of standing committees and who 
have served the Society so long and rye in 
this important work. 


PRESENTATION OF CHANGES IN THE BY-LAWS 


These were duly presented as shown in the re- 
port of the annual meeting of the Society. It will 
be noted that Amendment No. 1 is designed to 
cover the provisions included in a resolution in- 
troduced by Dr. Alexander A. Levi, Middlesex 
South, and adopted by the Council June 2, 1937. 
Amendments No. 2 and 3 were introduced by Dr. 
John M. Birnie, Hampden, for the purpose of 
uniformity in methods of procedure. Amendments 
No. 8 and 9 were presented by the committee of 
recent presidents appointed by the Council at its 
meeting February 2, 1938. Dr. Mongan, Middle- 
sex South, presented a minority report but with- 
drew the report when the amendments were altered 
as subsequently published. 


INCIDENTAL BUSINESS 


The action of the Board of Censors of Bristol 
South District in examining and admitting to fel- 
lowship the following-named individuals was con- 
firmed by the Council. These names were re- 
ceived too late for inclusion in the list published 
in the New England Journal of Medicine for April 
21, 1938. 


Filbert Avila Silveira, Jr., St. Luke’s Hospital, New 
Bedford. Boston University School of Medicine, 
1937. 

Manuel Ferreira Sousa, St. Luke’s Hospital, New 
Bedford. McGill University Faculty of Medicine, 
1937. 


The President announced that he was in receipt 
of a communication submitted by Dr. Henry M. 
Landesman, Norfolk, recommending that some 
action be taken to encourage members of the pro- 
fession to submit to a thorough annual physical 
examination under proper auspices. The President 
announced that the communication would be re- 
ferred to the Committee on Public Relations. 


The President read the following communica- , 


tion from the Hampden District Medical Society: 


The Hampden District Medical Society at its annual 
meeting on April 26, 1938, disturbed by the lack of com- 
mon policy and action within the various districts of the 
Massachusetts Medical Society regarding graduates of un- 
recognized medical schools, urges that the Council at its 
next regular meeting take steps to remedy this situation. 
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Voted, that the Hampden District Medical Society con- 
vey the above to the Council of the Massachusetts Medical 


Society. 
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H. L. Smiru, Secretary, 


Hampden District Medical Society. 


The meeting adjourned at 1:35 p. m. and was 


followed by the Cotting Luncheon. 


ALEXANDER S. Bece, Secretary. 
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APPENDIX NO. 2 


REPoRT OF THE COMMITTEE ON MEMBERSHIP 
AND FINANCE ON MEMBERSHIP 


This committee recommends: 


1. That the following named seven fellows be allowed 
to retire under the provisions of Chapter I, Section 5, of 
the by-laws: 

Canedy, Frederick Snow, Wellfleet, with remission of 

ues, 1938 

Drake, Arthur Knowlton, Toulon, Illinois, with re- 
mission of dues, 1938. 

Hanson, Justus Greeley, Northampton, with remis- 
sion of dues, 

Johnson, Frederick William, Boston. 

Moir, Marguerite Winifred, West Roxbury, with re- 
mission of dues, 1935, 1936, 1937, 1938. 

Robbins, Fred Gibson, Boston. 

Woodbury, Stillman Philetur, Millers Falls, with re- 
mission of dues, 1938, 


2. That the dues of the following named two fellows 
be remitted under the provisions of Chapter I, Section 6, 
of the by-laws: 

Bond, Katherine Marie Erickson, Stoneham, 1937. 
Staples, Clarence Hathorne, Malden, 1938. 


3. That the following named ten fellows be allowed to 
resign under the provisions of Chapter I, Section 7, of the 
by-laws: 

Crittendon, George Alanson, Springfield, with remis- 
sion of dues, 1936, 1937, 1938. 

Downing, Francis Harold, Fresno, California, with re- 
mission of dues, 1938 

Gundersen, Sven Martin, Hanover, New Hampshire, 
with remission of dues, 1938 

— Charles William, Portsmouth, New Hamp- 


mae Camile Joseph, Manchester, New Hampshire, 
remission of dues, 1938. 

Seacaie Boris David, New York City, with remis- 
sion of dues, 1938. 

Strong, Paul Theodore, Mount Herman, with remis- 
sion of dues, 1938 

Sullivan, Charles Noyes, New Britain, Connecticut, 
with remission of dues, 1938 

Gobert, Solomon, Everett. 

Wee Ruth, Boston, with remission of dues, 


The last two fellows, Drs. Gobert and Weissman, sub- 
mitted their resignations on request of the Committee on 
Ethics and Discipline under the provisions of Chapter 
VII, Section 4, of the by-laws. 
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4. That the following named nine fellows be allowed 
to change their membership from one district society to 
another without change of legal residence, under the pro- 
visions of Chapter III, Section 3, of the by-laws: 

From Essex South to Suffolk 
Mason, Nathaniel Robert, Marblehead. 

From Hampshire to eg 
Miller, Ralph Thompson, War 
Starbuck, Amber Angelia, Middlefield. 

From Middlesex South to Norfolk 
Bearse, Carl, Newton. 

From Middlesex South to Suffolk 
Kennard, Harrison Eisenberry, Newton. 

From Norfolk to Suffolk 
Graves, Roger Cutler, Brookline. 

Ross, Rex Lewis, Jr., Wellesley Hills. 
Wetherbee, Winthrop, Brookline. 

From Plymouth to Suffolk 

Cheney, Robert Cartwright, Duxbury. 


Davin N. BLaKEty, Chairman. 


APPENDIX NO. 3 


Reports oF COMMITTEES APPOINTED TO CONSIDER 
RESTORATION TO FELLOWSHIP 


Restoration to fellowship was recommended for the fol- 
lowing nine former members: 


J. B. Bakst, Lynn (Committee: Frank E. Stone, John 
W. Trask and Saul M. Marcus). 

Frederick W. Celce, Holyoke (Committee: Edward 
P. Bagg, Jr., Fred H. Allen and Philip H. Clarke). 

Abraham Green, Brookline (Committee: Charles J. 
Kickham, Albert Ehrenfried and John A. Seth). 

Aaron Kaufman, Boston (Committee: Joseph J. Skir- 
ball, Allen P. Joslin and Maurice B. Strauss). 

Raoul J. LeBeau, Spencer (Committee: James C. Aus- 
tin, John R. Fowler and Alfred W. Brown). The 
committee recommended remission of past dues. 

Joseph H. McLaughlin, Dorchester (Committee: 
Henry F. R. Watts, Carlton E. Allard and Wil- 
liam J. Walton). 

Edward C. Messer, Dorchester (Committee: David 
G. Eldridge, Samuel Nadel and John B. Hall). 
The committee recommended remission of past 
dues for one year (1932). 

Morris J. Ritchie, Westfield (Committee: Archibald 
J. = Edward S. Smith and Robert M. 
Marr). 


Harry Silbert, Salem (Committee: J. Frank Donald- 
son, Charles L. Curtis and John R. Shaughnessy). 


APPENDIX NO. 4 


Committees APPOINTED To ConSIDER PETITIONS 
FOR RESTORATION TO FELLOWSHIP 


The following committees were appointed to consider 
the petitions for restoration to fellowship of the following 
eleven former members: 


For Wyman Berenson, Mattapan: 
Samuel Nadel, Joseph I. Grover and Arthur T. 
Ronan. 
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For Lillian D. Chapman, Boston: 
Louisa Paine Tingley, Florence L. Meredith and 
Marianna Taylor. 
For Oscar F. Cox, Jr., Brookline: 
Charles J. Kickham, Maurice Gerstein and Frank 
W. Marlow, Jr. 
For Max H. Hymen, Lowell: 
Mason D. Bryant, Daniel J. Ellison and Harold 
L. Leland. 
For William Koppel, Framingham: 
Hyman Morrison, Myer I. Berman and B. Thur- 
ber Guild. 
For George H. Lyons, West Roxbury: 
Herbert L. Johnson, David L. Lionberger and 
Gerald L. Doherty. 
For Harold R. C. Mahar, Orange: 
Stanton J. Ten Broeck, Albert C. Leach and 
Kirke L. Alexander. 
For J. W. P. Murphy, Peabody: 
— J. Hickey, Ralph E. Foss and John F. Brad- 
ey. 
For Bernard H. Robinson, Newton Centre: 
Max Ritvo, William F. Cotting and Oliver G. 
Tinkham. 
For Samuel Kamberg, Boston: 
Rudolph Jacoby, Somers Fraser and Seth M. 
Fitchet. 
For Francis J. Vaccaro, Pittsfield: 
Hugh J. Downey, P. J. Sullivan and John J. 
Boland. 


APPENDIX NO. 5 


REPORT OF THE COMMITTEE ON ETHICS AND DiscIPLINE 


During the year just ending nine meetings of the full 
committee were held, and at least as many conferences 
between two or more members. Eight personal hearings 
were accorded to fellows against whom complaints had 
been lodged. 

The general character of complaints received and inves- 
tigated was as follows: 


Unethical publicity — 16 

Unethical conduct in the practice of medicine — 5 
False or misleading testimony in court — 4 
Unethical behavior toward other physicians — 2 
Participation in the exploitation of nostrums —2 
Collusion in fake damage suits — 1 

Aiding in advertising a commercial product — 1 
Abortion — 1 

Contract practice — | 

Miscellaneous — 3 


The disposition of the more important cases was as fol- 
Ws: 


Three fellows were recommended to the President 
for admonition. 

Two fellows were asked to resign from the Society 
and complied. 

Six fellows were rebuked orally or by letter. 

Two fellows apologized in letters to the Journal. 

No boards of trial were held. 


Matters of especial interest were as follows: 


A fellow who, in connection with his hearing by a 
board of trial of a complaint against him, had 
brought suit for libel against the chairman and another 
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fellow, was recommended to the President for ad- 
monition, and was permitted to make a public apology 
in the pages of the Journal, in lieu of other proceed- 
ings against him. 

The cases of the two fellows whose resignations 
were asked for and received are naturally of great 
interest and importance. The first testified as an ex- 
pert witness for the plaintiff in a suit for malprac- 
tice against a physician. In presenting his qualifica- 
tions as an expert he made statements which proved 
to be false. The presiding justice declared a mistrial 
and fined him for contempt of court, and the Board 
of Registration in Medicine suspended his license for 
six months. The second fellow testified as an expert 
witness for the plaintiff in a suit against the estate of 
a deceased physician. - Fhe committee reviewed the 
official transcript of the testimony and found that the 
fellow had made many exaggerated and misleading 
statements in many of the issues involved, so that 
the testimony tended consistently toward the convic- 
tion of the apparently innocent defendant, and to de- 
feat the ends of justice. This case had not been 
brought before the Board of Registration in Medi- 
cine, and the committee did not bring it to its atten- 
tion, feeling that a resignation from the Society con- 
stituted punishment enough. 


Throughout the year the committee has continued to 
co-operate with the Board of Registration in Medicine, 
especially by conferences between the chairman, and the 
secretary of the Board. It is believed that this co-opera- 
tion can be continued and developed to mutual advantage. 

During the year a beginning was made of an effort to 
standardize and formulate the attitude of the committee, 
and therefore of the Society, toward publicity pertaining 
to fellows in various situations, especially to the so-called 
education of the public in medical matters through the 
press and the radio. A tentative set of regulations was 
presented to the Council at the last meeting and it is 
planned to revise this if necessary and make it authentic. 


Davip CHEEvER, Chairman. 


APPENDIX NO. 6 


REporRT OF THE COMMITTEE ON MeEpicaAL EpucaTION 
AND MEDICAL D1PLoMAS 


The Committee on Medical Education and Medical Di- 
plomas has held two formal meetings during the year for 
the purpose of inspecting diplomas presented by candi- 
dates from foreign schools or from domestic schools or 
colleges not on the list recognized by the Society. This 
duty becomes increasingly difficult. The problem of how 
most fairly to regard licensed practitioners in Massachu- 
setts who are not graduates of recognized medical schools 
and who wish to join our society is, indeed, a perplexing 
one. 

During the last ten-and-a-half years 251 graduates of 
such schools have been admitted to fellowship in the So- 


ciety as follows: 


YEAR NO. OF CANDIDATES 


ml 
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1938 (May meeting only)......... 23 


Nowadays no Massachusetts hospital approved for in- 
tern training can have on its staff a physician who is 
not a member of the Society. Apparently because of this 
rule, increasing pressure is being put on the committee. 
At our last meeting we interviewed 42 candidates. The 
majority of them had been in practice for a minimum of 
five years and almost all presented enthusiastic letters from 
a number of fellows of the Society recommending that 
their credentials be accepted. In spite of the publication 
of the names of these candidates in the Journal before our 
committee met, we received almost no information point- 
ing to a given candidate’s unfitness. 

In brief, so far as can be judged by the experience of 
the last decade, it is the policy of the Society gradually to 
elect an increasing number of members who have grad- 
uated from unrecognized or foreign medical schools. If 
this impression is incorrect, there now are pathways open 
- by which confidential information concerning candidates 
can be submitted to proper authorities of the Society. Our 
committee must obey the by-laws as they are written and 
recognize diplomas submitted if they fulfill the require- 
ments of the Society, unless specific information is given 
us concerning the undesirability of any prospective can- 

idate. 

A year ago the Council on Hospitals and Medical Edu- 
cation of the American Medical Association inspected the 
hospitals approved for intern training in Massachusetts. 
This council has been kind enough to submit its report 
to us so that our committee has on file the results of this 
inspection. 

Interns, on the whole, appear to be receiving a fairly 
good training in Massachusetts. There still is a tendency 
for the better students to concentrate in the teaching hos- 
pitals, and for the less promising students to obtain rotat- 
ing internships in the smaller ones. Many of the rotating 
internships continue to be too short. There still are too 
few necropsies performed in many hospitals. In certain 
institutions, work of high caliber from the intern is im- 
possible because the amount of work to be done is so great 
and the number of interns to do it is so small. 

Our committee has kept abreast of the Society’s work 
in postgraduate education. This continues to be an im- 
portant project. We hope that it may go forward and be 
well supported by all fellows. As is stated in our Code of 
Ethics, physicians should encourage sound medical learn- 
ing and uphold in the community correct views of the 
powers and limitations of the science and art of medicine. 
There is no more effective method to fulfill this high pur- 
pose than by improving postgraduate education and by 
rendering it easily available to all physicians. 

C. A. Sparrow, 
E. S. CaLpERwoop, 
A. W. STEarns, 
F. S. 
R. Firz, Chairman. 


APPENDIX NO. 7 


REPORT OF THE COMMITTEE ON PusLic HEALTH 


The Committee on Public Health of the Massachusetts 
Medical Society and the Subcommittee on Public Educa- 
tion beg leave to submit the following report: 

1. The Committee on Public Health has been in close 
touch with the Massachusetts Central Health Council 
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through a subcommittee consisting of Dr. Richard M. 
Smith (chairman) and the chairman of the Society’s Com- 
mittee of Public Health. Dr. George C. Shattuck has 
been elected president of the Massachusetts Central Health 
Council, the constitution and by-laws of which are being 
revised. This body, which is eager to co-operate with the 
Massachusetts Medical Society and the membership of 
which comprises nearly all the public, professional and 
lay agencies in Massachusetts concerned directly or indi- 
rectly with health, should be able to exert a helpful 
co-ordinating influence in the organization of the com- 
munity health centers being promoted by the American 
Medical Association and approved by the Council of the 


- Massachusetts Medical Society. So far as we can dis- 


cover, there is no suggestion of any desire on the part of 
the Massachusetts Central Health Council to act in other 
than a co-operative manner in furthering the establish- 
ment of such community health centers. 

2. The secretary of the Massachusetts Medical Society 
has referred to the Committee on Public Health an in- 
teresting communication from Mrs. Harriet Treat Han- 
son, chairman of public health, Massachusetts State Fed- 
eration of Women’s Clubs. This communication reads 
as follows: 


To the Members of the Massachusetts Medical Society: 


The Division of Public Health of the Massachusetts 
State Federation of Women’s Clubs is actively in- 
terested in the campaign to eliminate, so far as possi- 
ble, the diseases, syphilis and gonorrhea. Recogniz- 
ing the medical profession as the leading instrument 
through which control may become effective, this com- 
mittee presents the following resolution for your 
consideration. This resolution has the endorsement 
of one hundred and sixty-three clubs representing 
about 23,000 women. 


This resolution is drawn with the intent of gaining 
the co-operation of layman and doctor alike in pre- 
venting congenital syphilis. We feel that a dignified, 
educational, professional treatment of the problem is 
to be preferred to one of legislative intent. It is with 
full recognition of the rights and privileges of the phy- 
sician to use or reject this suggestion that we present 
it to you. We have no intention of infringing upon 
the personal rights of either patient or physician. 


Therefore, since we have been given to understand, 
from recognized authorities upon this disease, that if 
syphilis is detected in the pregnant woman sufficient- 
ly early, and if, when detected, is treated there is a 
strong possibility, in most cases, that the child will 
be born free of the disease, 


We the members of the following one hundred and 
sixty-three federated women’s clubs do resolve that 
we favor a serological test being made part of the 
routine examination of every pregnant woman by her 
physician. [A list of the clubs then follows.] 

Respectfully submitted, 

[Signed] Harriet Treat Hanson, 
Chairman of Public Health, 
Massachusetts State Federation 

of Women’s Clubs. 


The following joint resolution was unanimously passed 
by the Committee on Public Health and the Subcommit- 
tee on Public Education and a copy sent to the secretary 
of the Section on Obstetrics and Gynecology, with an ac- 
companying letter requesting its consideration by the sec- 
tion and expressing the hope that similar favorable action 
would be taken by the section: 


‘ 
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Resotvep, that the Committee on Public Health and 
the Subcommittee on Public Education unanimously 
welcome the interest and support of the one hundred 
and sixty-three women’s clubs of the State of Mass- 
achusetts in the resolution presented by Mrs. Harriet 
Treat Hanson, chairman of public health of the 
Massachusetts State Federation of Women’s Clubs, 
favoring a serological test in the detection of syphilis, 
particularly in pregnant women, and heartily ap- 
prove of the suggestion urging the continuance and 
extension of this practice to include all such cases. 


3. The Subcommittee on Public Education has con- 
tinued to endeavor to make as useful as possible the radio 
broadcasts on health announced as “Green Lights to 
Health” and sponsored by the Massachusetts Medical 
Society and the Massachusetts Department of Public 
Health. A still more favorable time has been assigned 
to these broadcasts, which are now delivered on every 
Wednesday evening from 8:15 to 8:30 over Station WAAB 
and the Colonial Network. Every broadcast thus far de- 
livered has evoked requests for copies which by arrange- 
ment with the Department of Public Health have been 
mailed. These requests have varied from 7 to 71 
(“Heart Disease” by Dr. William H. Robey), and the 
numbers have materially increased as the series has pro- 

We are informed that a fair index of the size 
of a radio audience may be roughly estimated by con- 
sidering that each request represents 1000 listeners-in. 
Thus far over 700 of these so-called “fan letters” have 
been received and it would seem probable, therefore, that 
over 700,000 people have been reached by one or more of 
these broadcasts. Requests for copies of the complete se- 
ries have been received from several distant states. The 
committee believes that this evidence suggests the wisdom 
of continuing with the effort. The Subcommittee on 
Public Education desires to again thank the fellows of the 
Society for their willingness to prepare these broadcasts 
and to accept in such a co-operative spirit the few sugges- 
tions of the committee as to the form and content of their 
presentation. 


Rosert B. Oscoop, Chairman, 
Geratp Hoer FEL, Secretary. 


APPENDIX NO. 8 


Report OF THE COMMITTEE ON MEDICAL DEFENSE 


Our committee reports for the year about the same 

state of activity, or lack of it, as last year. We have had 
one new case, defense of which we have taken on. We 
have had two verdicts —both in our favor — during the 
year. 
I took up the matter of perhaps giving up the defense of 
members at the last meeting of the Council. Since then, I 
have written to all the members of our committee and 
find that a majority disagree with me. No other member 
of the Council wrote me a word about my suggestion so 
I withdrew it. 

There are many other things that come up besides the 
actual defense of cases, and I have given a number of 
men advice where suits have been threatened. 

We have had the first result of the new arrangement 
about employment of counsel, and one doctor has taken 
advantage of the facts that a doctor is allowed to choose 
his own counsel and that the Society will pay the bill 
subject to its approval by the chairman of our committee. 
There is no bill as yet so I have had no argument over it. 

I am rather glad that the committee felt that the pro- 
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tection should not be given up, as I think the effect on 
people who bring suits in the hope of having them com- 
promised is excellent when they find that the Massachu- 
setts Medical Society defends but pays no verdicts. It is a 
most discouraging situation when they realize that even 
if they win they may not collect a cent. 

Members who have been asked by our attorneys to tes- 
tify as experts have been most obliging about doing so, and 
our committee feels sure the Society is most grateful to 
them. 

FraNnkiin G. Batcu, Chairman. 


APPENDIX NO. 9 


REPORT OF THE COMMITTEE ON PosTGRADUATE INSTRUCTION 


Since the autumn of 1937 the committee has organized 
a faculty and provided extension courses in postgraduate 
instruction for the entire medical profession of the Com- 
monwealth. This has been done in co-operation with the 
Massachusetts Department of Public Health, the United 
States Public Health Service, and the Children’s Bureau, 
United States Department of Labor. The committee wish- 
es to report that the co-operation of these government 
agencies has been very helpful in every respect, and it 
wishes to take this opportunity to thank Dr. Henry D. 
Chadwick, of the State Department of Public Health, 
for his personal interest in helping to make the program 
a success. 

The attendance record of the districts for the past three 
seasons is given below. The tabulation shows an increase 
in attendance of 35 per cent over last year. The commit- 
tee feels that this attendance out of a total of seven thou- 
sand doctors should be increased. Every doctor in the re- 
spective districts received a copy of the program in ad- 
vance of the meetings, and the courses were given with- 
out charge. Most of the district chairmen report that they 
anticipate increased interest next year. 

The committee wishes to express the appreciation of 
the Society for the excellent work of the faculty. The 
chairman of each course and each instructor gave much 
time and thought to methods of improving the technic of 
postgraduate teaching. The committee arranged with 
the Harvard Graduate School of Education for consulta- 
tion service in pedagogy; Dr. Warren C. Seyfert of this 
school gave lectures and personal conferences to the 
faculty. 

The Society appropriated one thousand dollars toward 
administration expense while the government agencies 
have contributed sufficient funds to cover other expenses; 
another financial report will be made at the next Council 
meeting. This program was made out with the idea of 
continuing it for three years. The committee has made 
out a new curriculum along similar lines for next season 
and is planning a budget for the consideration of the 
Massachusetts Department of Public Health and the other 
government agencies. 

The Executive Committee has discussed the possibility 
of having a Clinical Congress some time during the fall 
with the idea that such a congress would be correlated 
with the current extension courses. It is recommended 
that the Massachusetts Medical Society sponsor such a 
clinical congress. 

The committee recommends that the Society continue 
to co-operate with the government agencies in giving ex- 
tension postgraduate courses and that the committee be 
continued. 

Frank R. Oper, Chairman, 
Leroy E. Parkins, Secretary. 
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ATTENDANCE AT ExTENSION CourRSsES 


DISTRICT PLACE 1936 1937 1938 
Barnstable Hyannis 29 21 22 
Berkshire Pittsfield 44 41 55 
Bristol North Taunton 

Fall River 1 

Bristol South New Bedford 40 45 38 
Essex North Lawrence 22 (no course) 31 
Essex South Salem 66 62 58 
Franklin Greenfield 20 29 28 
Holyoke 26 32 33 

Hampden Springheld 50 
Hampshire Northampton 32 29 32 
Middlesex East Melrose 14 13 42 
Worcester North Lowell 30 37 32 
Middlesex South Cambridge 71 43 80 
Norfolk Norwood 29 13 24 
Norfolk South Quincy 21 12 30 
Plymouth Brockton 27 20 37 
Worcester Milford 24 26 23 
Worcester North Fitchburg 23 24 46 
Totals 598 524 708 


APPENDIX NO. 10 


REPORT OF THE COMMITTEE ON Pustic RELATIONS 


The Committee on Public Relations has held two meet- 
ings since its report to the Council in February, consider- 
ing among other things the Lane Resolution; district 
health councils and the American Medical Association 
Survey, and immunization programs. 

The several districts are, with success perhaps varying 
directly with the effort expended, attempting to increase 
the amount of immunization done by the family physi- 
cian. It is encouraging to hear that 30 per cent of this 
work in Boston is now done by him. 

The Lane Resolution was referred to us by the Council 
for study and recommendations, and the committee yes- 
terday voted as follows: 


1. The Committee on Public Relations recommends 

that the Council approve the following resolution 
(with the proviso that as this resolution affects the 
specialties known as pathology, roentgenology and 
anesthesia, it be held in abeyance for the time be- 
ing): 
Reso.vep, That we approve the prepared hospital 
plan with the stipulation that the contract benefit 
provided by group hospitalization insurance shall 
be limited to hospital accommodations such as room, 
bed, board, operating room facilities, and general 
nursing care ordinarily provided by hospitals; 
routine drugs, and the routine services of interns 
only when acting under the direction of the attend- 
ing physician; and that except as stated above, the 
contract shall not include the services of physicians 
either general or special. 


The term “physician” as used here shall be under- 
stood to include all licensed practitioners holding 
the degree of Doctor of Medicine, who assume on 
their own account to interpret laboratory and x-ray 
findings in terms of disease and diagnosis, or to ad- 
minister or direct treatment. 


2. The committee urges the Council to recommend 
that the organized anesthetists, roentgenologists, 
and pathologists take up with the Hospital Council 
of Boston and the New England Hospital Associa- 
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tion certain very important fundamental problems 
in medicine related to this discussion, with the 
hope of reaching a decision which will be mutually 
agreeable to the hospitals and organized medicine. 


3. The committee recommends to the Council that it 
approve the survey the American Medical Associa- 
tion is making on the adequacy of medical care and 
further recommends that the Massachusetts Medi- 
cal Society accept responsibility for the proper 
analysis and tabulation of the material collected by 
the district societies. 

Eimer S. BAGNALL, Secretary. 


APPENDIX NO. 11 


REportT OF THE COMMITTEE ON PuysicaAL THERAPY 


The Committee on Physical Therapy is largely con- 
cerned with education — both of the graduate and of the 
undergraduate — and is deeply interested in attaining the 
following three objectives: 


1. For the undergraduate medical student, we hope 
there may be instruction in this branch of medicine 
in all our medical schools in the immediate future. 
It is of definite, practical importance to all physi- 
cians to know the limitations as well as the value of 
physical-therapy measures, and the need also for 
scientifically controlled investigation in this field. 
If this possibility is denied the medical student, he 
is prone to depend largely on the commercial sales- 
man for whatever information he may acquire. 


2. For those who are already in practice, this commit- 
tee will be glad to furnish programs for medical 
society meetings. Talks can be given concerning 
the fundamentals of those types of treatment hav- 
ing a practical bearing for the general practitioner, 
or whatever aspect of the field seems most inter- 
esting to the members. During the past three years, 
we have provided programs in various parts of the 
State and would be happy to confer with anyone 
interested. This matter appeals to us as of very 
definite importance. Physical therapy appears to be 
less generally recognized and developed here in the 
United States than in England and the Continent, 
where it commands the interest of the most highly 
reputed physicians and medical organizations. 


3. For both the undergraduates and the graduates, 
your committee hopes for a further development 
of physical-therapy clinics, to include all the teach- 
ing hospitals of Boston. Such clinics should be 
available to the undergraduates for elementary ob- 
servation, and also to them could come the grad- 
uates as visitors or students. In these clinics should 
be carried on practical and research work, which 
should be undertaken, in co-operation with the va- 
rious other departments of the hospital, along sci- 
entific lines. 


Such a program as we have here outlined would go far 
toward the education of us all in emphasizing the impor- 
tance of this branch of medicine. It is the desire of your 
committee to be of as great assistance as possible in pre- 
senting what has proved to be of definite and practical 
value in this type of therapy. However, we can do but 
little without your help. May we have your co-operation 
in this program? 

Rosert B. Oscoon, 
Georce R. Minot, 
Frankuin P. Lowry, Chairman. 
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ANTEMORTEM AND PosTMoRTEM Recorps As Usep 
IN WEEKLY CLINICOPATHOLOGICAL EXERCISES 


FOUNDED BY RICHARD C. CABOT, M.D. 


Tracy B. Mattory, M.D., Editor 


CASE 24261 


PRESENTATION OF CASE 


A thirty-nine-year-old, white, American lawyer 
entered the hospital with the complaint of slight 
dyspnea of three years’ duration. 

About seven years before entry he began to have 
a slight dry cough which persisted practically un- 
changed up to the time of entry. About three 
years before entry he noticed that he was inclined 
to be slightly dyspneic. This also persisted. Dur- 
ing the three years he had four attacks of discom- 
fort in his chest characterized by a feeling of heavi- 
ness and compression. These were accompanied 
by a “cold” without fever, and they lasted two or 
three weeks. His past history and family history 
were essentially negative, and he had no other 
cardiorespiratory symptoms. 

Physical examination revealed a well-developed 
and nourished man in apparent good health. The 
pupils were symmetrical and reacted to light and 
accommodation, and there was no lid drop. The 
left lobe of the thyroid was slightly smaller than 
the right. The heart and lungs were negative ex- 
cept for questionable dullness at the right apex 
posteriorly. The blood pressure was 150 systolic, 
110 diastolic in the right arm, and 125 systolic, 85 
diastolic in the left arm. The abdomen was nega- 
tive. 

The temperature was 98°F., the pulse 82. The 
respirations were 20. 

The urine examination was negative. An x-ray 
of the chest showed an irregular area of density 
measuring about 7 cm. in diameter occupying the 
medial aspect of the apex of the left lung. The 
center of this shadow was posterior to the trachea 
but about opposite the vertical axis of the body. 
Its anterior and inferior margins were sharp in 
outline and definitely nodular. This appearance 
was accentuated by a sharply defined linear area 
of diminished density simulating fatty tissue, 
which adjoined the inferior margin. The shadow 
did not obliterate all the air in the lateral aspect 
of the left apex. Within the shadow there were 
areas of calcification measuring 1 to 5 mm. in di- 
ameter, some of which appeared to form part of 
the margin. They did not shift in position. The 
trachea and esophagus were apparently in contact 
with the medial aspect of the shadow but were not 
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displaced. There were questionable pressure de- 
fects on the posterior aspect of the trachea and on 
the lateral aspect of the esophagus. The regional 
ribs and vertebrae were normal, and there was no 
involvement of the mediastinum near the arch of 
the aorta or at the lung roots. The remainder of 
the lung fields was clear. 


An operation was performed on the day of ad- 
mission. 


X-Ray INTERPRETATION 


Dr. Ausrey O. Hampton: I cannot add much 
to the description. I can merely point out the 
things that were mentioned. The mass is defi- 
nitely nodular as you can see better here in the 
lateral view. There is some calcification in the 
periphery, some concentrated in the center and 
some scattered in rare local deposits, which are 
somewhat round. These calcified areas did not shift 
in position, ruling out the possibility that they were 
calcium granules within a fluid-containing mass. 
The absence of deformity of the trachea was quite 
impressive to me as I examined the patient. We 
thought of tumor of the thyroid because of the 
character of the calcification, location of the tu- 
mor, and so on. But a tumor of the thyroid 
of that extent should deform the trachea and 
esophagus. When Dr. Holmes saw these films he 
said the calcification and shape of the mass were 
similar to an osteochondroma. We had no other 
evidence, and nothing further to offer as diag- 
nostic possibilities. 

Dr. Joun W. Strieper:* On the basis of the 
films could you place the tumor within the lung? 

Dr. Hampton: That would be very difficult to 
answer, and yet, if you consider that it seems to 
be surrounded by lung anteriorly and posteriorly, 
it would have to be either a pedunculated tumor 
which has invaginated into the lung or a tumor 
which arises within the lung. 

Dr. SrrieperR: There is a definite pressure de- 
fect in the esophagus? 

Dr. Hampton: The esophagus seems to be dis- 
placed toward the mass and just shows this slight 
concave defect which is not definite. 


DiFFERENTIAL Dtacnosts 


Dr. StriepeR: With the x-ray evidence of intra- 
thoracic tumor the discussion resolves itself into 
one along more or less broad philosophical lines 
and one has to run the gamut of most of the tu- 
mors of the thorax. However, the fact that there 
is definite calcification within the tumor is very 
significant, because it narrows down our differen- 
tial diagnosis considerably. 


*Assistant in surgery, Harvard Medical School; visiting surgeon, Mass- 
achusetts Memorial Hospitals; associate surgeon, Boston City Hospital. 
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Given an intrathoracic tumor, however, I think 
the differential diagnosis depends largely upon the 
x-ray. In running over some of the possibilities we 
can divide them into inflammatory and noninflam- 
matory types. In the first place, aneurysm with 
calcification is a possibility that must be con- 
sidered, but the facts that it is not in relation to 
the arch of the aorta and that other findings were 
not present on physical examination seem to me 
to place it outside our consideration. We have 
no supporting evidence from fluoroscopy, and the 
result of the Hinton test is not noted. The fact that 
there is a difference of blood pressure in the two 
arms is not conclusive, because pressure from with- 
out upon a vessel might give such a finding. 

Old pulmonary abscess with calcification is also 
a possibility. The location is a little unusual, and 
nowhere in the history has there been an episode 
of an acute febrile attack from which there arose 
quantities of purulent foul or nonfoul sputum; 
also, the temperature was normal, but it may well 
be in a situation such as this. However, I think 
we can exclude pulmonary abscess. Mediastinal 
abscess is rare. There was no fever and there are 
no bone changes, which would exclude pyogenic 
or tuberculous mediastinal abscess. 

So far as tuberculosis of the lung itself goes, 
such a picture is possible but not probable. We 
have seen circumscribed lesions with calcifica- 
tion on a tuberculous basis. There is no other 
evidence of tuberculosis in the lung fields and, in 
addition to the history, this is the greatest single 
factor in excluding it. 

Could it be an encapsulated empyema? There 
is no history of an acute febrile episode, and the 
location of such an encapsulation would be un- 
usual, to say the least. 

Echinococcus cyst I mention only in passing. It 
is a possibility but so extremely rare in North 
America that we can exclude it. 

As for neoplasm, dermoid cyst would be a pos- 
sibility if the tumor had a pedicle which permitted 
it to wander somewhat. However, the facts that the 
trachea is not displaced and that there are only 
moderate pressure defects of the esophagus seem 
to militate against it. I cannot rule it out. Sub- 
sternal goiter, of such size and location, one would 
expect to be associated with some changes in the 
trachea. Also, it lies posterior to the trachea, 
which would be an unusual place for thoracic 
goiter, although they are apt to be migratory in 
character. Neurofibroma is also a possibility, but 
there is no bone destruction. I do not know how 
significant calcification, in general, is in neuro- 
fibroma. My impression is that it is not common. 
Tumors of the rib or bone, such as osteoma, osteo- 
chondroma or osteosarcoma, can be ruled out on 
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the basis of the history and the x-ray findings. 
There was no evidence of bone destruction or bone 
involvement. A tumor of.the lymphoma series is 
a possibility, although such a discrete lesion and 
such a location I think make it unlikely. We have 
no information as to the blood picture but that in 
itself probably would not be very much help. I 
question the appearance of calcification in a Hodg- 
kin’s tumor. Primary pleural tumors are rare and 
I think there is nothing about this case to suggest 
one. Lipoma of such a size within the thorax 
would give some alteration of the interspaces if it 
presented through the thorax, as we might expect 
it to do. So much for extrapulmonary neoplasms. 

Of the intrapulmonary neoplasms, by far the 
commonest is bronchiogenic carcinoma. This 
man’s history does not suggest it. There should 
have been some blood spitting or streaking of the 
sputum with blood. Moreover, a tumor of this 
size ought to cause some general symptoms, and 
the presence of calcification within the tumor 
makes it rather unlikely in my opinion. Benign 
tumors of the lung are exceedingly rare; by far 
the commonest of these is chondroma, arising pri- 
marily in the lung, as distinguished from adenoma 
of the bronchus with calcification of the stroma, 
which does occur. A primary chondroma of the 
lung is perhaps the commonest of the lung tumors 
if one excludes bronchiogenic adenoma and car- 
cinoma, and my inclination has been to consider 
chondroma quite seriously. I was interested to hear 
that Dr. Holmes thought about it in somewhat 
the same way. Adenoma usually occurs in rela- 
tion to one of the larger primary or secondary 
bronchi, and before it attains this size should give 
symptoms of suppuration, due to stenosis by en- 
croachment on the lumen of the bronchus from 
which it arose. 

We have no evidence to assume that this is a 
metastatic tumor. I have seen a solitary metastasis 
from hypernephroma which was much the same 
but had no calcification in it. 

I dislike “digging so far-down into the bag” to 
make a diagnosis of a rare tumor, but I think the 
descriptions that have been reported by Hickey 
and Simpson of primary chondroma of the lung 
which have lobulated borders and areas of calci- 
fication, and the fact that there is rarefaction at 
the border of this tumor, to my mind make it a 
likely diagnosis. I should like to place chondroma 
of the lung as my first diagnosis. I cannot rule 
out a dermoid cyst, and I cannot be sure that sub- 
sternal goiter is not a possibility. 


CurnicaL Discussion 


Dr. Epwarp D. Cuurcnitt: We despaired of 
giving an accurate histologic diagnosis. The gen- 
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eral practical problem involved was how to ap- 
proach this tumor. If it were a substernal goiter 
it might have a large vascular pedicle coming 
down from the inferior thyroid artery. In such a 
case a cervical incision would aid in control of the 
blood supply. If it were a neurofibroma it should 
be approached posteriorly. If it were a primary 
tumor in the lung apex we should prefer to make 
an anterior approach through the chest. We wor- 
ried a good deal as to whether we should place 
our incision correctly, but weighing all the evi- 
dence decided to approach through the anterior 
chest wail at the level of the third rib. I think 
probably an artificial pneumothorax for diagnostic 
purposes would have helped us. It might have 
shown more definitely whether the tumor was in 
the lung or mediastinum. A good deal of the 
evidence that the x-ray department is now bringing 
out is given in retrospect, and if I recall the situa- 
tion accurately, Dr. Hampton really thought it was 
a substernal goiter. At any rate, we chose an an- 
terior incision which proved to be the correct one 
as the tumor did arise in the apex of the lung 
and was attached by only one adhesion to the 
mediastinum. 

Dr. Tracy B. Mattory: Do you want to de- 
scribe the gross findings, Dr. Churchill? 

Dr. CuurcuHitt: The tumor was situated in 
the extreme apex of the thorax and was adherent 
at only one point. After severing this adhesion 
it could be lifted from the chest, bringing the 
apex of the lung with it. The surface of the 
tumor was white and glistening and resembled a 
piece of coral. Its appearance called to mind cer- 
tain ovarian tumors with papillary projections 
from the surface. Its removal required resection 
of a small piece of lung tissue in the apical region. 

The condition of the parietal pleura was inter- 
esting in regard to the symptoms. There was 
definite evidence of chronic pleuritis probably re- 
sulting from mechanical trauma from the tumor. 
The pleura was thickened and there was heavy 
fatty infiltration under the parietal pleura. I think 
his sensations of pressure and pain at the apex 
were undoubtedly due purely to the mechanical 
trauma of the tumor on the parietal pleura. 


PREOPERATIVE DrAGNosis 
Calcified adenoma of thyroid? 
Primary tumor of lung? 
Dr. Srrieper’s Diacnosis 
Chondroma of the lung. 


ANATOMICAL DIAGNOsIS 
Hamartoma of the lung. 
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PatuHo.ocicaL Discussion 


Dr. Matitory: The tumor proved to be what 
Dr. Strieder predicted, usually called a chondroma. 
There has, however, been a good deal of discus- 
sion in the literature as to how these tumors 
should be classified from the pathological point 


The coral-like mass of cartilage and glandular tissue 
found at the apex of the left lung. 


of view. We wound up by making a diagnosis 
which is probably an unfamiliar one to most of 
you. We called it a hamartoma. The term was 
suggested by Albrecht in 1905. I thought it well 
to bring along the definition :* 


Hamartomata are tumour-like malformations in which 
occurs actually only an abnormal mixing of the normal 
components of the organ. The abnormality may take 
the form of a change in quantity, arrangement or degree 
of differentiation, or may comprise all three. The deduc- 
tion to be drawn from histological examination of these 
formations is that they have originated in an abnormal 
mixing of the elements or from disturbances of their 
development. 


This tumor on histological examination is made 
up mostly of cartilage with foci of calcification in 
it, but between the many small masses of carti- 
lage is a loose areolar fibrous tissue containing 
cyst-like spaces. The latter are lined with epithe- 
lium, the majority of which is low and cuboidal, 
but in two or three places definitely tall, columnar 
and ciliated, in other words characteristic respira- 
tion epithelium, so that the tumor is a mixed tumor 
and not a true chondroma. One might ask why it 
is not a teratoma. A teratoma is theoretically a 
tumor arising from misplaced germ cells that 
have the potentiality of differentiation toward all 
forms of tissue that can be found in the body. 
In a teratoma one gets hair, squamous epithelium, 


*Goldsworthy, N. E.: Chondroma of the lung (hamartoma chondroma- 
tosum pulmonis), with report of a case. J. Path. & Bact. 39:291-298, 1934. 
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possibly neuroglia, nerve cells, and so on. In this 
case we have no elements present except the ele- 
ments that are normal in lung tissue, and there- 
fore it seems to fit perfectly into this definition of 
hamartoma. The diagnosis is made in other organs 
as well. In children one may occasionally see a 
hamartoma of the liver made up of large collec- 
tions of liver cells and bile ducts without normal 
liver architecture. 

Dr. Hampton: Is there any explanation for the 
line of diminished density medial to the tumor 
which looked like fat? 

Dr. Mattory: These tumors have been reported 
to contain fat in a number of instances. We 
found a few fat cells in this one but not a large 
enough amount to account for the x-ray findings. 

Dr. CuurcHiLtt: It might have been fat under 
the mediastinal pleura. 

Dr. Hampton: That was what I had in mind. 

Dr. Cuurcuiit: A protecting fat bed was pres- 
ent around this tumor subpleurally. 

Dr. Hampton: That was the peculiar part of 
the whole thing to me. I did not mention it today 
because I thought it would only be misleading. 

Dr. Srrreper: In the cases reported by Hickey 
and Simpson they lay great stress on this linear 
shadow of decreased density._ The two tumors 
they have described as chondroma were probably 
hamartomas because the histological description of 
this case as given by Dr. Mallory fits very well 
with what they reported. 


CASE 24262 
PRESENTATION OF CASE 


An eighteen-year-old, white, American house- 
maid entered the hospital with the complaint of 
abdominal pain of three days’ duration. 

Three days before entry on waking in the 
morning she noticed steady, sharp, stabbing pain 
in the epigastrium, right-lower quadrant and right 
flank which persisted unchanged in intensity and 
character until the time of entry. It was sufh- 
ciently severe to keep her awake at night but for 
the first two days did not confine her to bed. On 
the morning of the day before entry her physician 
put her to bed and prescribed hot fluids by mouth, 
which apparently had no effect on the pain. She 
had some anorexia with occasional nausea, but no 
vomiting. During that day she had two shaking 
chills, but she said she did not feel feverish. Dur- 
ing her illness she also had frequency, severe 
dysuria, and nocturia six or seven times each night, 
but no hematuria. She had no vaginal discharge, 
and her bowels moved regularly. She had photo- 
phobia which she had also had for a period of a 
month four months previously. Her menstrual pe- 
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riods had begun at the age of twelve and except 
for mild cramps were regular and normal up to 
one year before entry, when they ceased entirely. 
Two years before entry she had had a vaginal 
discharge which was adequately treated at an out- 
side institution and cleared up in three weeks. 
For about seven years she had had a chronic 
unproductive cough accompanied by slight chest 
pain. There was no family history of tuberculosis, 
but at one time chest x-rays were taken of both her 
and her sister by the state health department. Her 
past and family histories were otherwise noncon- 
tributory. 


Physical examination revealed a fairly well- 
developed, well-nourished girl complaining of 
pain in the right lower quadrant. An eye con- 
sultant could find no evidence of disease in the 
eyes and treated the photophobia with drops. The 
heart and lungs were negative, and the blood 
pressure was 108 systolic, 60 diastolic. There was 
marked tenderness in the right side of the abdo- 
men, most marked in the right-lower quadrant 
with questionable spasm. A lemon-sized mass 
which was thought to represent the cecum was 
palpable in the right-lower quadrant. On pelvic 
examination the introitus admitted two fingers. 
There was tenderness in both vaults, more marked 
on the right, with a questionable mass on the 
right. The fundus of the uterus was displaced 
anteriorly and was freely movable. 

The temperature was 98.4°F., the pulse 78. The 
respirations were 20. 


The urine examination was negative. The blood 
showed a white-cell count of 15,700 which fell to 
12,800 in the next eighteen hours. The blood Hin- 
ton test was negative, and the nonprotein nitrogen 
was 25 mg. per cent. ; 


An intravenous pyelogram showed normal kid- 
ney pelves, ureters and bladder. The kidneys were 
visible and appeared to be rather small. Scattered 
throughout the abdomen were numerous irregu- 
lar areas of calcification having the appearance 
of calcified tuberculous glands. No stones were 
demonstrated. 

On the third day the white-cell count was 13,800 
and on the fourth day 12,000. 

A laparotomy was performed on the fourth day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Lancpon Parsons: This is obviously a his- 
tory of an acute abdominal condition which came 
on suddenly and was of only a few days’ duration. 
The pain was steady and sharp, without acute 
exacerbations, and was in the mid-epigastrium and 
the right-lower quadrant and flank. One interest- 
ing feature is that there was no relief of pain on 
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lying down. It was worse at night. Apparently 
there was no general systemic reaction because she 
was up and about. She had occasional nausea, 
but apparently no vomiting. She had two shak- 
ing chills, and also frequency, dysuria and noc- 
turia. If one takes just the history alone one can 
think of three or four diagnoses. It could be, of 
course, a smoldering case of appendicitis, although 
there are certain definite things against that, such as 
the steady character of pain and failure to localize 
after three days, and the fact that there was no 
story of fever. The only temperature recorded 
was the normal one on admission. One could 
also work out a good case for urinary infection, 
with the frequency, the dysuria and the right- 
flank pain. The intravenous pyelogram was nega- 
tive, however. The white count of 15,000 would 
be consistent with either of these possibilities. Also 
an ovarian cyst would fit into this picture perfectly 
well on the basis of the early acute history. If it 
were an ovarian cyst I should rather believe it was 
a cyst that had ruptured rather than a twisted 
cyst, and the urinary symptoms might come from 
peritoneal irritation or from pressure. 

In the past history I do not know how to ex- 
plain the photophobia which she had for a month. 
There are no signs on physical examination to 
give a lead as to what it might have been. The 
eye consultant could find nothing. There may 
be an association with the amenorrhea which came 
on after five years. Since there is no history of 
drugs, iodism or anything else, it cannot be ex- 
plained on a toxic basis. The amenorrhea is of 
considerable interest. Her menstrual periods 
started at twelve and were normal up to the age 
of seventeen, one year before entry, when they 
ceased entirely. There are no other suggestions 
on physical examination or in the history to sug- 
gest a pituitary type of failure or thyroid de- 
ficiency, or any difficulty with the thyroid itself. 
One would have to think that this was a primary 
ovarian type of failure of some sort. The vaginal 
discharge does not amount to much; perhaps it 
was due to Trichomonas vaginalis and cleared up 
under treatment. 

She has suggestive but unproved tuberculosis. 
She had a history of unproductive cough for seven 
years, with chest pain, but there is no family his- 
tory of tuberculosis. She had a chest plate but 
they do not tell us what it showed. 

Dr. Tracy B. Matirory: The chest plate was 
reported negative. 

Dr. Parsons: On physical examination there is 
definite tenderness in the right lower quadrant 
with questionable spasm. The mass as described 
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does not help us very much. It was a question- 
able mass which was thought to be cecum, but 
we have no note as to whether it was soft or hard, 
tender or movable, or about its relation to the pel- 
vic mass, which was also questionable. On pelvic 
examination there is tenderness in both vaults. 
The most interesting feature about the pelvic ex- 
amination is the statement that the uterus was 
displaced anteriorly. They say nothing about the 
uterus’s being in anterior position. They simply 
have noted that it was displaced anteriorly and 
that suggests displacement from the presence of a 
mass behind the uterus. A questionable mass in 
that region, with the tenderness, would tend to 
localize the difficulty pretty well in the pelvis. 
The abdominal plate which showed calcified glands 
may or may not have some bearing on this pic- 
ture. 

If I were confronted with this problem and 
had to operate I should make a midline incision. 
If pressed for a diagnosis, I should tend to state 
that there was a tuberculous salpingitis, which 
one could work out on the basis of questionable 
chest lesions of the calcified mesenteric glands, 
of the amenorrhea extending over a period of 
years and of the very questionable mass behind 
the uterus. I cannot help believing, however, that 
we are dealing with an ovarian cyst which has 
perhaps ruptured, thus accounting for the acute 
abdominal symptoms, and I still have the diagno- 
sis of appendicitis in the back of my mind. | 

Dr. Wirtuiam B. Breep: Was there any dis- 
placement of the psoas muscle by x-ray, Dr. 
Holmes? Any suggestion of psoas abscess? 

Dr. Georce W. Hotmes: The muscles are not 
very clear on either side, but I should think they 
are negative. 

Dr. A. THornton Scotr: What are the pe- 
culiar shadows in the upper corner, low in the 
pelvis and overlying the midsacrum? 

Dr. Hoimes: It is possible that they are mesen- 
teric nodes low in the pelvis. They are a little 
large for phleboliths, and I do not believe they 
are stones in the ureter or bladder. They are out- 
side the bladder and not in the ureter. A stone 
that size in the ureter would block it. 

Dr. Scorr: Could they be contents of a cyst? 

Dr. Hotmes: One ought to think of dermoid, 
but there is nothing characteristic about the shadows 
and no other soft-tissue mass around them. 

Dr. Breep: I should like to ask how often rup- 
ture of an ovarian cyst occurs. 


Dr. Parsons: As I have reported here before, 
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I was rather struck with the fact that in 120 con- 
secutive cases of endometriosis, not all with ovarian 
involvement, 20 came into the hospital with an 
admission diagnosis of acute abdominal disease 
and most of these were proved to have rup- 
ture of the cyst. Follicular cysts also may pro- 
duce symptoms when they rupture, but rupture 
of cystic neoplasms of the ovary is certainly un- 
common. 


PREOPERATIVE 
Calcified mesenteric glands. 


Dr. Parsons’s Diacnosis 
Ruptured ovarian cyst. 


June 30, 1938 


ANATOMICAL DIAGNosIS 
Tuberculous salpingitis. 
PatHo.LocicaL Discussion 


Dr. Matiory: This patient was explored by 
Dr. Claude E. Welch. He made a right rectus 
incision and found many enlarged, some soft and 
some calcified mesenteric glands. Both ovaries 
and tubes were bound tight to the posterior sur- 
face of the uterus and several spots of gross casea- 
tion were found in the wall of the tube, so he made 
a diagnosis of tuberculous salpingitis. This was 
confirmed in the laboratory. The cecum was en- 
tirely normal so far as he could make out on 
examination. 
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THE BRITISH HEALTH SERVICES 


A croup of more than one hundred Englishmen 
under the designation PEP (Political and Eco- 
nomic Planning) has been engaged in fact-finding 
studies and “in suggesting principles and possible 
advances over a wide range of social and economic 
activities” in Great Britain. 

Ten volumes have been published by the group, 
and its continuing investigations are set forth by 
supplementary fortnightly broadcasts carrying ac- 
counts of work underway with findings and com- 
mentaries on selected sociologic and economic prob- 
lems. 

Under the direction of PEP more than two 
hundred persons and organizations have devoted 
over three years to a study of British health serv- 
ices. In December, 1937, the results of these in- 
vestigations were published, with appropriate con- 
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clusions and recommendations, in a volume’ ot 
four hundred and thirty pages. This is the most 
voluminous and probably the most important of 
the ten reports. 

In explanation of the complicated public-health 
activities of England now in operation, there are 
detailed accounts of every agency engaged in the 
administrative functions connected therewith, to- 
gether with reports of contemporary official and 
voluntary bodies connected with organized medi- 
cine, dentistry and nursing. 

The opinion is expressed by PEP that the aver- 
age doctor is so occupied with the care of illness 
that, except among especial groups, little attention 
is bestowed on the causes of illness, with the re- 
sult that the hiatus existing between curative and 
preventive medicine has not been adequately 
bridged. This explains to some extent the un- 
satisfactory situation relating to the existing health- 
administration system,—or rather many systems 
which theoretically interlock, — which according to 
PEP fails of desired results because of inherent 
complications incident to overlapping and unco- 
ordinated procedure by many departments that in- 
clude some health problems requiring professional 
services or opinions, such as, industrial health 
insurance, education, housing and venereal-disease 
control. To remedy existing conditions PEP asks 
“What are health services?” evidently hoping to 
differentiate administrative and medical-service 
functions, but one cannot find that the attempt to 
answer clarifies the situation. 


In commenting on this phase of existing condi- 
tions the editors* of the Lancet contend that every 
agency should be enlisted to help promote good 
health (this is axiomatic) and so relieve the health 
services proper of congestion, overwork and pov- 
erty; and particularly that the general practitioner 
should recognize his strategic position for making 
the resources of such services available in deal- 
ing with the peculiarities and needs of the indi- 
vidual consumer of health services. We confess 
to a little confusion with respect to the application 
of these suggestions which may be due to inability 
to understand the situation in Great Britain, and 
when one reads Chapter V of the report, devoted 
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to “The Medical Profession,” and learns of the 
duties and responsibilities of the registered doctor 
in that country, — acting, as most of them do, as 
agents of the government in one capacity or an- 
other, or engaged in fields unassociated with health 
work, —the likelihood of the general adoption of 
the latter suggestion seems somewhat remote. 


Both the Lancet and PEP agree that there is 
room for improvement in the medical service un- 
der National Health Insurance, with extension to 
include more consideration of individuals, and espe- 
cially a co-ordination of the agencies for attacking 
disease and disability. 

Further confirmation of the criticisms of the 
British health administration is furnished by the 
British Medical Journal — the official organ of the 
British Medical Association, which, in its refer- 
ence® to the survey by PEP, states: “This survey 


is more comprehensive in its range than anything 
that has yet been done and more frankly, though 


constructively, critical of the chaos in which the 
many independent and sometimes conflicting 
health agencies operate.” 

As one reads the several reports included in 
this survey and the confirmatory opinions relating 
to the facts, conclusions and recommendations sub- 
mitted, it is apparent that there is dissatisfaction in 
the minds of the medical profession and public- 
spirited citizens with the existent health services in 
that country and that there are now before the 
British government alleged facts and suggestions 
which seem to demand action. 


It may be fair, however, to turn the shield about 
and see the other side. One finds that England 
has accomplished a great deal in efforts to im- 
prove social conditions, safeguard health and bring 
the resources of medicine to bear on the ills of her 
people. The question seems to be largely that of 
organization and application. 
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PEP has certainly placed before the world sug- 
gestions for ideals of service and methods of pro- 
cedure which warrant consideration not only by 
Great Britain but by other countries as well. 
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MEDICAL LIBRARY ASSOCIATION 


Tue Medical Library Association’s meeting in 
Boston on June 28, 29 and 30 celebrated the com- 
pletion of forty years’ existence of the association. 
Organized in Philadelphia in 1898 with eight 
charter members, the association has grown un- 
til, at the present time, it has a membership of 
over five hundred and is international in scope. 
It ranks in importance with such associations as 
the American Library Association and the Special 
Libraries Association. During the past ten years, 
it has been actively engaged in a campaign to re- 
duce the excessive cost of German periodicals and 
has accomplished a great deal in this particular 
endeavor, resulting in a great saving to medical 
libraries of the world. 

Such men as Sir William Osler and Dr. James 
Read Chadwick and Dr. John Woodford Farlow, 
of Boston, have served as presidents of the asso- 
ciation. The association had met in Boston on 
three previous occasions during the presidencies 
of Drs. Chadwick and Farlow, and at this fortieth 
meeting, the president for the year was James F. 
Ballard, director of the Boston Medical Library. 

The chairman of the Program and Entertain- 
ment Committee was Dr. Henry R. Viets, librarian 
of the Boston Medical Library, and the chairman 
of the Committee on Local Arrangements was 
Miss Anna C. Holt, librarian of the Harvard 
Medical School. 
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Case History No. 78. Pracenta Previa AFTER 
VIABILITY 


Mrs. E. E., a twenty-five-year-old essential pri- 
mipara, on February 5, when a little over nine 
weeks pregnant, passed considerable bright blood. 
She was put to bed. 


The family history was essentially negative. She 
had had nasal diphtheria as a child and her ton- 
sils had been removed; her past history was other- 
wise negative. Catamenia began at eleven, were 
usually ten to fourteen days late, and lasted from 
five to seven days, with no real pain. She had had 
one early miscarriage. Her last period was De- 
cember 24, making her due for delivery late in 
September. 


A physical examination on the day of bleed- 
ing showed a well-developed and nourished young 
woman. Her heart showed no enlargement; there 
were no murmurs. Her lungs were clear and 
resonant; there were no rales. The blood pres- 
sure was 110 systolic, 60 diastolic. A vaginal ex- 
amination showed the uterus to be deep in the 
pelvis, the cervix soft, and the fundus in the 
first degree of retroversion. 


A vaginal examination ten days after she had 
been put to bed showed no polyp of the cervix. 
After she had been in bed a little over four weeks, 
she was allowed to resume her normal life. 

Her pregnancy remained uninterrupted and un- 
eventful until July 18—approximately twenty- 
eight or twenty-nine weeks after her last period. 
At this time she had a little more discharge; the 
uterus was not irritable, and the fetal heart was 
heard. In view of the previous bleeding at nine 
weeks, she was kept quiet at home. Three weeks 
later, when she was about thirty-two or thirty- 
three weeks pregnant, she had some painless 
bleeding which she estimated amounted to about 
a cup and a half, and several hours later she 
passed a small clot. The uterus was enlarging 
normally, and the fetal heart was heard. She 
was removed immediately to the hospital, and her 
blood was matched with her husband’s. With 


rest in bed there was no bleeding until three weeks 


A series of selected case histories by members of the section will be 
blished weekly. 
W Sacienees and questions by subscribers are solicited and will be discussed 
by members of the section. 
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after entering the hospital, when she began to flow 
very freely. She had been kept in bed these 
three weeks for the purpose of getting the baby 
to viability. No vaginal examinations had been 
done. The treatment was entirely conservative as 
the presenting part was high. The diagnosis of 
some form of placenta previa was made. Exam- 
ination showed the uterus to be soft and the fetal 
heart present; she was not in labor. Cesarean 
section seemed to be the operation of choice, 
although the prematurity of the baby made its 
survival problematical. 

A low, classical cesarean section was done with- 
out bladder reflection; the placenta was found to 
lie over the cervix. A 6 lb. 14 0z., female child 
was delivered, but died three hours later. An 
autopsy showed that no true primary cause of 
death other than prematurity could be found. 
Edema of the brain and atelectasis of the lungs 
pointed to death from asphyxia, which fact was 
further evidenced by petechial hemorrhages. 

Her temperature remained normal, and the con- 
valescence was uneventful. She has since had three 
children and was sterilized at the birth of the 


last one. 


Comment. The conservative treatment of cases 
of painless bleeding before viability, if the patient 
can be hospitalized and if bleeding ceases, is ideal. 
In such cases, vaginal examination is not justifiable. 
It jeopardizes the lives of both mother and baby 
because of the probability of a hemorrhage fol- 
lowing the examination which makes immediate 
delivery absolutely necessary. At operation the 
placenta was found over the cervix; had she been 
treated with a bag, much hemorrhage might have 
ensued, and of course the baby would have had 
no chance whatever. 


MEDICAL ETHICS 


Dr. CHEEVER: Most people have an idea that the mem- 
bers of the medical profession are governed by a special 
and peculiar code of ethics, which may be admirable in 
its intentions but is nevertheless rather idealistic and un- 
practical, and sometimes makes it difficult for the patient 
to get exactly the attention which he thinks he ought 
to have. 


Mrs. X: It is true, Dr. Cheever, that we laymen hear 
a good deal about medical ethics and are sometimes 
rather mystified about it. But surely the conduct of an 
honorable physician is governed by the same principles 
as guide other people, isn’t it? 


Dr. Cuerver: Of course it is, and these principles, as 
so often has been said, really amount to the Golden Rule. 
Doctors are often spoken of as belonging to one of the 
noblest of the professions, but some of us wince a little at 
A “Green Lights to Health” broadcast given by Dr. David Cheever on 
Wednesday, June 15, 1938, and sponsored by the Public Education Com- 


mittee of the Massachusetts Medical Society and the Massachusetts Depart- 
ment of Public Health. 
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the term, because we know that we are only a cross-section 
of humanity, influenced by the same motives, ideals and 
temptations and beset by the same weaknesses as other 
people. In truth a profession is noble when it is prac- 
ticed nobly but it is certainly base when it is practiced 
ignobly, and the same thing may be said of any other 
occupation. No doubt, there are those who practice 
medicine ignobly, but I think we are justified in feeling 
that a profession which requires such a long and expen- 
sive education, which is essentially altruistic in its na- 
ture, since its object is to relieve suffering and to restore 
a handicapped person to health and efficiency, which ex- 
acts such industry and hard work from its disciples and 
yields on the whole a rather small compensation, is one 
that has some, at least, of the attributes of nobility. Our 
code says, “A profession has for its prime object the service 
it can render to humanity; reward or financial gain should 
be a subordinate consideration.” Of course this suggests 
that a commercial or business occupation has financial 
gain as its first object, and that service to humanity is 
less important. No fair-minded man believes that there 
is any such clean-cut difference, but perhaps this state- 
ment represents the idealism which has always actuated 
the best physicians. 

There is certainly a great difference between buying 
services from a physician and purchasing goods from a 
merchant, who advertises and displays his wares in the 
most tempting manner and often does not hesitate to say 
that they are the best to be had anywhere. The prospec- 
tive purchaser examines them, samples them, and moves 
on to the shop next door and repeats the process without 
creating ill-feeling. It is all in the nature of barter and 
exchange. He is fairly well protected against being mis- 
led, by his own knowledge and judgment of everyday 
things, and by the opinion of the world at large. When 
a person purchases services from a doctor, however, con- 
ditions are very different. The service is based on the 
science of medicine, of which the patient knows little or 
nothing. He cannot judge of the skill of the physical ex- 
amination, the meaning of laboratory tests, the accuracy 
of diagnosis or the wisdom of treatment. In most cases, 
even the final result does not give a basis of judgment, 
because medicine is not an exact science. Moreover, much 
of the doctor’s work must, for the sake of the patient, be 
performed in private, and is not subject to the scrutiny 
of the public at large. For these reasons mutual con- 
fidence between physician and patient is absolutely es- 
sential; the physician listens to intimate revelations and 
confessions, which he must hold in trust and not reveal 
unless required to do so by the laws concerning privi- 
leged communications, which differ in different states. 
Any betrayal of this trust or failure to perform his work 
conscientiously may mean more harm to the doctor’s pa- 
tients than a similar lapse to the clients of any other pro- 
fession. 

The ideal relation between physician and patient is much 
more likely to be developed if it is long continued or per- 
manent, as in the case of the family physician or gen- 
eral adviser, who guides the wayfarer among medical and 
other pitfalls from birth to death. Of course the condi- 
tions of modern life, especially the necessary encourage- 
ment of specialists, have made such a relation almost im- 
possible except in small communities, but the doctor has 
a right to expect that once he has undertaken the care of 
a patient he will not be dismissed unless for a very good 
cause. 


Mrs. X: Now, Dr. Cheever, may I ask you to tell us 
a little more about this relation between doctor and pa- 
tient? I heard the other day of a lady who sent for a cer- 
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tain physician and he refused to come, giving some rather 
flimsy excuse. Wasn’t that contrary to law; or at least 
very unethical? 


Dr. Cutever: Do you happen to know whether it was 
an emergency, and whether the lady was a regular or 
former patient of his? 


Mrs. X: No, she was not, and it was not an emergency. 


Dr. Curever: Well, I am glad you asked the question, 
for there is much misunderstanding about the matter. 
There is no law in Massachusetts, and no regulation of the 
Massachusetts Medical Society, which requires a physician 
to respond to a call. In the words of the code of the 
American Medical Association: “A physician is free to 
choose whom he will serve.” But if a real emergency 
exists and no other doctor is readily available, a physician 
should feel bound in honor to respond, and would cer- 
tainly be severely criticized by his fellows if he did not 
do so. Furthermore, having once accepted a case he ought 
to feel in honor bound to continue with it until, if he has 
adequate cause for wishing to be released, he has given due 
notice to his patient so that another doctor can be secured. 


Mrs. X: Another thing — sometimes it seems as though 
it were almost impossible to get the particular physician 
whom a person wishes, because medical ethics seem to 
stand in the way. 


Dr. Cueever: I think I can straighten you out on that 
very easily. In the first place, there is absolutely nothing 
in medical ethics to prevent a patient from seeking the 
services of any physician he chooses. One partial excep- 
tion to this statement I shall mention later. But the con- 
fidential relations between doctor and patient and the 
folly of “swapping horses while crossing a stream” make 
it most unwise for a patient to keep changing physicians, 
especially during the course of a particular illness. In- 
deed, as I have pointed out, a lifelong allegiance between 
doctor and patient has very much more than a sentimental 
value. Moreover, in a given community, it is most im- 
portant for the general social welfare that the physicians 
should be on friendly terms with each other, and co- 
operate without jealousy in the care of the sick. Con- 
sequently we doctors feel that as our code states, “a spirit 
of competition considered honorable in purely business 
transactions cannot exist among physicians without 
diminishing their usefulness and lowering the dignity and 
standing of the profession.” This means that a doctor, 
except in case of an emergency, should never take charge 
of a person known to be the regular patient of another 
physician, until the latter has either voluntarily given up 
the case, or has been dismissed by the patient. All that 
we doctors try to insist on is that the patient shall notify 
the doctor that his attendance is no longer desired and 
assure the new doctor that this has been done. It is wise 
also for the latter to inform the former that he has been 
called in. The exception that I spoke of is in the matter 
of consultations. It is of tremendous importance for the 
patient that there should be the utmost freedom and 
willingness on the part of the regular doctor to seek help 
from another qualified authority, but he can hardly be 
blamed for hesitating if he knows that he may lose his 
patient by so doing! For this reason it is considered un- 
ethical for a consultant to agree to a patient’s request that 
he take regular charge. If the actual attendant asks him 
to do so, that is a different matter, but it is the custom 
of most consultants to refuse, in order absolutely to avoid 
any jealousy or misunderstanding and to make the regu- 
lar man the more willing to seek help. Have I made the 
matter clear? 


Vol. 218 No. 26 


Mrs. X: Yes, I think so. Now I am tempted to ask 
you about fees. Why isn’t there a regular schedule of 
prices? Why do doctors often charge a varying amount 
for the same services to different patients? 


Dr. Cueever: Well, that is a long story! In the first 
place, who can say what medical services are worth? Let 
us suppose that the doctor is an able and ambitious young 
man, that he has spent eight or nine years after leaving 
college (which is not unusual) in his studies, that he has 
expended and perhaps run into debt for $10,000 in so do- 
ing, and that at an age from thirty to thirty-two he is 
ready to start in to build up a practice which will be 
terminated by a worn-out heart at sixty or by forced retire- 
ment at sixty to sixty-five, and let us suppose that, by the 
exercise of his special knowledge he is able to save the 
life of a wealthy man. What are those services worth? 
At the other end of ‘the scale, suppose he does exactly the 
same thing for the forgotten man on relief. What is that 
worth? I am sure I don’t know; but isn’t it clear 
enough that under our present system the same fee can- 
not be charged to all persons? For time out of mind the 
best doctors have been glad to give a certain proportion 
of their time and skill, without fee, to the care of the 
sick poor, and they hope to be able to continue to do so 
in the future if they are not interfered with by meddle- 
some government regulation. But to be more specific, 
I think that there should be complete frankness between 
patient and physician about the matter of fees. The pa- 
tient, if he has any doubts, and before he asks for advice 
or treatment, should feel free to ask exactly what expense 
he is about to incur, and I hope he will find that the doctor 
will be glad to learn whatever he cares to reveal about 
his financial situation, to plan the treatment and fee ac- 
cordingly, or to help him, if necessary, get equally good 
advice and care from some younger but competent man 
or from some other of the readily available agencies. 
I might quote our code of ethics on the matter: “Physicians 
may place any value they deem proper on their services, 
with the understanding and consent of their patients be- 
forehand.” Does that answer your question? 

Mrs. X: Yes, and it reminds me of another. What 
is all this talk about fee-splitting? 

Dr. Cueever: Fee-splitting is an abuse which seems 
to have attracted attention lately, but which must be as 
old as the profit motive, if not so respectable. It simply 
means the payment of a commission, usually secretly, by 
one physician to another, as a reward for calling him in 
consultation or to perform special services such as a sur- 
gical operation. Such a practice cannot fail to lead to 
scandalous abuse, since it puts the premium on calling the 
consultant who will pay the highest commission, instead 
of the one best fitted for the job in hand. No decent 
doctor would engage in the practice, and any physician 
who did would be expelled from the Massachusetts 
Medical Society. 

Mrs. X: One more question along the same line. What 
is group practice and contract practice? Are they con- 
sidered unethical? 

Dr. Cueever: You must not confuse these two terms. 
In group practice a number of physicians who pursue 
different branches or specialties associate themselves to- 
gether so that a patient may obtain, within the group, ad- 
vice and treatment for any phase of his complaint: you can 
see that that may save him time, trouble and perhaps 
expense. There is nothing unethical about that. Like 
anything else, it may have drawbacks — for instance, one 
or more members of the group may not be very com- 
petent, and yet the inducement for the patient to consult 
them may be very great. In general, the relation of the 
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group to the patient and to society should be exactly the 
same as that of the individual doctor. Now, contract 
practice means that a doctor agrees to attend a number of 
individuals or families for a certain length of time for a 
fixed sum; such an arrangement is not strictly unethical, 
but it is not encouraged by medical societies, because 
practice under such conditions tends to be a cut-price 
affair which leads to a poor grade of medical work. 

Well, I suppose our time is about up, but you seem to 
take such a genuine interest in these matters that I wish 
I could discuss with you some of the many other aspects 
of medical ethics; for instance, why anything that 
savors of self-advertisement by the practicing physician 
is condemned; why he is not supposed to tell the world 
what a fine doctor he is by writing articles, about what 
he is doing, in newspapers and magazines or by radio 
addresses. I daresay you can see the point! I'd like to 
try to explain the attitude of the doctors of the regular 
school toward the “cults”—I won’t name them for fear 
of offending some of our radio audience! The physicians 
of what we may call, for want of a better term, the regu- 
lar school, base their medical art on science; on facts 
slowly accumulated through the centuries by observation, 
experience and experimentation. They do not care where 
these facts come from, whether from the research lab- 
oratory or from the jungles of Peru, so long as they are 
able to stand the test of scientific proof. The cults, on the 
other hand, usually base their method of practice on some 
exclusive dogma or unproved theory such as that all 
diseases are caused by displacements of bones. It is no 
more possible for a doctor to consult advantageously about 
a patient with a cultist who believes that, than it is for 
you to discuss geography with a man who still believes 
that the earth is a flat disk! 

Another matter: I don’t believe it is necessary to re- 
mind you that the best physicians will never have any- 
thing to do with secret remedies, and if they make a use- 
ful discovery they immediately publish it, thus giving it 
to the world, instead of patenting it and thus reserving it 
for their exclusive use. That is one of the reasons that 
medicine is called a liberal profession. 

Well, our time is up. In thinking over what I have said, 
I believe you can’t fail to see that these principles of con- 
duct which we call “medical ethics” are really designed 
to help the public obtain the very best medical service, 
which after all is the aim of every physician worthy of the 
name. 


MISCELLANY 
A SECOND U.S.P. SUPPLEMENT 


At the recent meeting of the U.S.P. Board of Trustees, 
authority was given for the publication of the Second 
U.S.P. XI Supplement. It is hoped that this can be print- 
ed and released on January 1, 1939. 

Preparation for this supplement has been under way 
for months, and subcommittee chairmen will be in a 
position in the near future to submit reports on a number 
of revised texts. The Subcommittee on Scope is also con- 
sidering the admission of a number of additional impor- 
tant new drugs. 

The members of the committee are fully familiar with 
the outstanding advantages of the interim revision and 
supplement features. of the pharmacopoeial program. This 
gives the opportunity to issue new standards after they 
have been subjected to extensive checking in many lab- 
oratories. 

The former decennial-revision method compelled the 
consideration of between five and six hundred items 
simultaneously, and then at the end of the revision period 


1116 


it became necessary to go to press with the entire lot, ir- 
respective of the status of their revision. Of necessity, with 
some subcommittee chairmen handling from a hundred to 
a hundred and seventy-five separate monographs, it was 
impossible to give each article the exacting consideration 
and extensive review which has been possible under the 
new plan by which only a dozen or so monographs are 
under revision at one time. 

The supplement is also permitting the prompt recogni- 
tion by the Pharmacopoeia of important new medicines, 
and, as indicated above, this will be a feature of the Sec- 
cnd Supplement. 

The U.S.P. Board of Trustees modified the original 
plan for the issuance of annual supplements before the 
First Supplement was issued, on the ground that a more 
flexible plan seemed necessary. They became convinced 
that in some years circumstances might make it necessary 
to issue a new supplement before twelve months had 
passed, while under other conditions an additional sup- 
plement might not be required for several years. The 
Board therefore announced, through the medical and 
pharmaceutical press, about a year ago, that new supple- 
ments would be issued whenever, in the judgment of the 
Committee of Revision and the Board of Trustees, con- 
ditions made this desirable. 

The Board of Trustees and the Committee of Revision 
are responsible only for the preparation of the official 
standards. Whether or not the Pharmacopoeia and its 
supplements are purchased by retail pharmacists is, in 
some states, entirely optional. In other states where the 
law requires the possession of these books, it is a matter 
for the responsible state officials to enforce. 

Finances are in excellent condition and the Board of 
Trustees has been able to meet the revision expenses of 
the decade, to increase greatly the research and confer- 
ence programs, and still to hold its basic reserves intact. 


In preparing the Second Supplement, every step will be 
taken to insure the carrying out of the requirements of 
the convention for the preparation of an official text. It 
is expected that the revised or new monographs will be 
submitted in the form of proof to members of the Com- 
mittee on Revision and given wide publicity. Following 
their publication, a public hearing will be granted at 
which members of the Executive Committee responsible 
for revised texts will be in attendance. Following the 
public hearing a conference with the officials of the Food 
and Drug Administration and the United States Public 
Health Service will be held, after which the members 
of the Committee of Revision will be given an opportunity 
to see and vote upon the approved text. When the Second 
U.S.P. XI Supplement has been issued, ample time will be 
given before it becomes official. 


SCULPTICOLOR OF FILDES’S MASTERPIECE 
“THE DOCTOR” GOES TO ROSENWALD 
MUSEUM 


The reproduction of the Sir Luke Fildes’s masterpiece 
“The Doctor,” first shown by the Petrolagar Laboratories 
at Chicago’s Century of Progress Exposition in 1933, was 
recently presented by its owners to the new Rosenwald 
Museum of Science and Industry in that city. 

Following the two world’s fairs, “The Doctor” Exhibit 
went on a tour of 50,000 miles and was viewed by over 
five million people in eighteen principal cities through- 
out the country. Designed to remind the public of the im- 
portance of the family physician, its completion required 
the full time of the late Chicago sculptor, John Paulding, 
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The Doctor. 


and the noted artist, Rudolph Ingerle, and a large corps 
of assistants for nearly a year. 

In its new location it will be seen by millions of visitors 
annually. 


CORRESPONDENCE 


PETTY POLITICS 


To the Editor: Relative to your comment regarding 
the City Hospital, are you aware that the Boston City 
Hospital is specifically chartered for the benefit of the 
indigent poor of Boston? 

Would it not be a great benefit to the overburdened 
taxpayers of Boston if the City Hospital was cleared of the 
well-to-do politicians and their well-to-do friends 
who receive medical treatment in the Hospital proper and 
also in the Out-Patient Department, free? 

Does the editor think that city employees, with steady 
positions, come under the head of the “indigent poor”? 

Mayor Tobin could save plenty by restricting admis- 
sions to the Hospital, to those who come under the class 
of people, for whom the Hospital was chartered. 


Matoneg, M.D. 


46 St. John Street, 
Jamaica Plain, Massachusetts. 
* & 
March 21, 1938. 
Dear Dr. Malone: 

I have just returned from a short vacation, and your 
interesting letter of March 5 has been brought to my at- 
tention. To the best of my knowledge, the executives of 
the Boston City Hospital, within the past few years, have 
made a strenuous and successful effort to eliminate “free 
beds” for politicians and their friends and constituents. 
Furthermore, this point was adequately covered in the 
editorial “Pettifogging Petty Politics” which appeared in 
the February 17 issue of the Journal. 

Rosert N. Nye, M.D. 


8 Fenway, 
Boston. 
* * 
May 22, 1938. 
Dear Dr. Nye: 
The letter I wrote was intended for publication in the 
Journal. 


I with three other doctors as a committee from the Nor- 
folk District studied for three months the hospitals in 
Boston; also I was one of the committee of three from 
Norfolk, Middlesex South and Suffolk to study the abuses 
at the hospitals in Boston: that I was specially assigned to 
the City Hospital: that I think I know conditions there 
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very well; that Dr. Manary is a good man and not to 
blame for the rotten abuse of politicians and others who 
are getting free care there at the expense of the tax- 
payers. 

I have been just wondering what the Journal has done 
to help the doctors in these trying times. One doctor tells 
me that he has not had a call in three months. An ob- 
stetric specialist tells me that he had two cases in 1937, 
that practically all his patients have gone to the Lying-in 
Hospital. 

Conditions seem to be very good for a few men at the 
top: for the men that are in control of the Journal, but I 
understand the Journal is supported by the general prac- 
titioner. 

Your excuse for not publishing my letter is poor and 
not true. 

Matone, M.D. 
46 St. John Street, , 
Jamaica Plain, Massachusetts. 
* * * 


May 24, 1938. 
Dear Dr. Malone: 

Every resident of the City of Boston and every em- 
ployee, with the exception of those employed by the Hos- 
pital Division, are sent bills if they are cared for at the 
Boston City Hospital. If the bill is unpaid, the case is 
investigated by a constable, and if, in the opinion of the 
latter, the patient cannot afford to pay the bill, the case 
is considered by the Board of Trustees. 

This new regime represents “a strenuous and success- 
ful effort to eliminate ‘free beds’ for politicians and their 
friends and constituents.” No doubt certain cases “get 
by,” as is bound to happen in any large institution, but 
the executives of the hospital are making an honest effort 
to remedy pre-existing conditions. 

All this was brought out in the editorial “Pettifogging 
Petty Politics,” which appeared in the February 17 issue 
of the Journal. In the opinion of the editorial staff your 
letter of March 5 did not present a statement of fact, and 
for this reason was not published. 

You question in your recent letter as to “what the 
Journal has done to help the doctors in these trying 
times.” The main function of any medical journal is the 
publication of papers which, it is hoped, serve to keep 
the practitioner informed in regard to modern medicine. 
The New England Journal of Medicine has, in addition, 
published news items, book reviews and editorials. In 
the latter we have commented on the trend of govern- 
mental (federal, state or local) medicine and have im- 
plied that this tendency deserves serious consideration by 
the subdivisions of the Massachusetts Medical Society. 
There seems to be little more that we can do until some 
definite action is recommended. You can be assured that 
the staff of the Journal is of the belief that the general 
practitioner represents the bulwark of the medical profes- 
sion; however, it seems likely that many changes will 
have to be made in medical practice in order that it may 
conform to the wants and demands of a medically intelli- 
gent, socially-minded public. 

Very truly yours, 
Rosert N. Nye, M.D. 
8 Fenway, 
Boston. 


P. S. If you are still of the opinion that your original 
letter should be published, we are willing to do so, but 


believe that your second letter and my two replies should 


be published simultaneously. 
R. N. 


* 
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May 31, 1938. 
Dear Dr. Nye: 

I thank you for the explanation why my letter was 
not published. 

However, I think it would be to the benefit of the 
profession to publish my letter, and I have no objections 
to oe my second letter and your two letters of 
reply. 


46 St. John Street, 
Jamaica Plain, Massachusetts. 


Cuartes Matons, M.D. 


NEW RULING AT MIDDLESEX UNIVERSITY 


To the Editor: At a meeting of the Board of Trustees 
of Middlesex University on June 3, 1938, it was voted that 
from that date on no graduate of an osteopathic school, 
even though he has been admitted to medical practice in 
Massachusetts, will be granted advanced standing in the 
School of Medicine. 

C. Rugeres Smitn, President. 
Middlesex University, 
Waltham, Massachusetts. 


REPORTS OF MEETINGS 


ALUMNI LECTURE, TUFTS COLLEGE 
MEDICAL SCHOOL 


The fifth annual Alumni Lecture of the Tufts College 
Medical School was given at the school April 6. The pre- 
siding officer was Dean A. Warren Stearns. The speaker 
was Dr. George W. Holmes, of Boston, whose subject was 
“Pulmonary Hemorrhage.” 

The various conditions giving rise to bleeding from the 
lung are heart disease, tuberculosis, bronchiectasis, tumor, 
lung abscess and foreign body. At the Massachusetts Gen- 
eral Hospital, cardiac disease is the greatest single cause 
of pulmonary hemorrhage, while tuberculosis is un- 
common. 

Every x-ray examination of the chest should be started 
with a fluoroscopic examination. During fluoroscopy one 
notices the movements of the diaphragm, the condition of 
the posterior mediastinum, the pulsations of the heart and 
great vessels, and changes in the appearance of the lung 
during inspiration and expiration. This preliminary ex- 
amination serves to indicate what position the patient 
should be placed in for the x-ray and during which 
phase of respiration the picture should be taken. This is 
very important because each case is a special problem. 

A series of lantern slides of x-rays was shown, starting 
with a normal chest during inspiration and expiration. 
The slides showed that during expiration one obtains a 
better view of the apex, that the upper portions of the 
lung do not deflate so much as the lower portions, and that 
the transverse diameter of the heart increases. A lateral 
plate with a barium meal in the esophagus showed that, 
in the living, this tube does not lie against the spine; 
rather, it lies close to the heart. 

A diagram was shown, dividing the lung into units of 
bronchial supply. The importance of this feature is that 
once one establishes the parenchymal location of a lesion 
it is relatively simple to name the bronchus involved, 
should the lesion be secondary to bronchial disease. 

Plates on a case of pneumothorax were shown. During 
expiration there is an increase in the size of the pleural 
air space and in addition there is a shift of the mediastinal 
structures to the side opposite the pneumothorax. 

A series of atypical tuberculous problems was present- 
ed. A case of clinical lobar pneumonia with signs of 
right-upper-lobe consolidation showed many _ tubercle 
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bacilli in the sputum. In a few weeks the x-ray showed 
no abnormal shadows. This case was interpreted as lobar 
pneumonia associated with ulceration of a bronchus by 
means of an underlying lymph node. A child was studied 
because of cough and wheezing. X-ray showed an en- 
larged hilar node. A plate taken during expiration 
showed no deflation of the lung on that side. This was 
interpreted as a ball-valve type of obstruction of the 
bronchus by means of an adjacent tuberculous lymph 
node. 


One case showed cough and pulmonary hemorrhage. 
Anteroposterior plates showed haziness of the right base. 
Lateral views showed collapse of the middle lobe. At a 
subsequent bronchoscopic examination a blood clot was 
found plugging the main bronchus to the right middle 
lobe. This was removed and prompt recovery followed. 

Pulmonary hemorrhage in children should make one 
think of foreign body. Frequently an ordinary chest 
plate shows no abnormality. The foreign body, which is 
frequently not seen by x-ray, may cause a block. Con- 
sequently, a plate taken during expiration may show lack 
of proper deflation of the lung. 

The case of an adult who gave a good history of hav- 
ing aspirated a lamb bone, immediately after which he 
developed a continuous wheeze, was presented. Chest 
plates taken during inspiration and expiration were nega- 
tive. A bronchoscopic examination, however, disclosed 
the foreign body and it was removed. Dr. Holmes sug- 
gested that a film taken with a Bucky diaphragm might 
well have shown the bone. 

Cases of congenital cystic disease of the lung are often 
diagnosed as tuberculosis. ‘They have hemoptysis and 
are often admitted to tuberculosis sanatoriums. Several 
slides were shown to illustrate this mistake in diagnosis. 
Another condition frequently diagnosed as tuberculosis is 
bronchiectasis. With a good history and with lipiodol 
studies of the bronchi it is relatively easy to establish the 
correct diagnosis. 

Several cases of primary lung carcinoma were discussed. 
One case with foul sputum was originally considered as 
a lung abscess, but no etiology for the abscess could be 
found, X-ray studies showed a mass in the middle lobe. 
In the upper half of the mass was a cavity with a fluid 
level. This turned out to be a primary lung carcinoma 
which had become infected, giving rise to an abscess — 
a not uncommon situation in primary carcinoma of the 
lung. Another case presented a history of hemoptysis. 
X-ray showed enlarged hilar lymph nodes. During ex- 
piration there was deficient deflation of one lower lobe 
and part of the upper lobe. The diagnosis was primary 
carcinoma of the lung, considered inoperable because of 
metastases to the lymph nodes. One case showed a uni- 
lateral hilar mass thought to be compatible with enlarged 
lymph nodes. A lateral view, however, disclosed the 
area of density to be within the lung itself. The diagno- 
sis of primary lung carcinoma was finally confirmed. One 
case of collapsed lower lobe was shown, the collapse being 
on the basis of bronchial obstruction by a primary 
carcinoma. 

Three cases, all with similar histories of upper respira- 
tory infection and bloody sputum, were then presented. 
All showed x-ray signs of collapse of the right middle 
lobe. In one of the patients, the collapse disappeared by 
the end of a week. He was not bronchoscoped. Biopsy 
of the bronchus in the other two cases revealed chronic 
inflammation with no evidence of tumor. 

Several cases of benign tumor of the bronchus were pre- 
sented. These tumors may give rise to pulmonary hemor- 
rhage; frequently they cause bronchostenosis. Some can 


THE NEW ENGLAND JOURNAL OF MEDICINE 


June 30, 1938 


be removed through the bronchoscope while others necessi- 
tate lobectomy. 

Pulmonary embolism is liable to give no x-ray signs un- 
less it is complicated by pulmonary infarction. With im- 
proved x-ray technic many more small postoperative in- 
farcts are found which were previously unsuspected. 
Massive collapse of the lung is less common now than in 
the past. It frequently occurred during the Great War. 
It may be prevented in many instances by encouraging 
the patient to change his position from time to time. 

Lesions other than pulmonary which may cause bleeding 
simulating pulmonary hemorrhage are tracheal adenomas 
and ruptured esophageal varices. X-rays of a typical case 
of each of these conditions were shown by Dr. Holmes. 


WILLIAM HARVEY SOCIETY 


The final meeting of the William Harvey Society of 
the Tufts College Medical School for the current academic 
year was held at the Beth Israel Hospital Friday evening, 
May 13, Dr. David D. Berlin presiding. Dr. Frank H. 
Lahey delivered the paper of the evening on the subject 
“Thyroid Surgery and Thyroid Disease and Some of the 
Newer Developments.” 

Dr. Lahey believes that there are two types of hyper- 
thyroid disease: (1) the so-called “activated type” and 
(2) the “apathetic type.” The first group consists of char- 
acteristically young individuals who show great hyper- 
activity, marked tachycardia, enlargement of the thyroid 
gland, exophthalmos, and the so-called “frozen fright” 
facies. They usually have markedly elevated basal meta- 
bolic rates. The patient suffering from “apathetic hyper- 
thyroidism” is usually an elderly woman. The thyroid 
gland is not enlarged, there is only moderate tachycardia, 
and the patient appears quite calm in contrast to the ex- 
treme activity and “frozen fright” of the activated group. 
The basal metabolic rate is only moderately elevated, rang- 
ing between +18 and +25 per cent in the usual case. Such 
cases show very striking benefit from thyroidectomy. 

Hyperthyroid patients with associated cardiac decom- 
pensation but no underlying organic heart disease are 
classified in the “thyrocardiac” group by Dr. Lahey. He 
does not believe that thyroid disease in itself will produce 
organic heart disease. The decompensation observed in 
these patients is attributable to the extreme degree of 
cardiac activity provoked by the increased body metab- 
olism. Operative procedures on the thyroid in such in- 
dividuals usually bring about cardiac compensation which 
is maintained permanently after the operation. These 
cases are given digitalis before operation, and are treated 
with quinidine on the third or fourth postoperative day. 
Any patient with a cardiac reserve of such a degree as to 
enable him to tolerate subtotal thyroidectomy is practically 
certain to recover compensation postoperatively. 

Exophthalmos is one of the most distressing complica- 
tions of thyroid disease. It occurs not only in hyperthy- 
roidism but also in myxedema. Indeed some of the most 
intractable instances of exophthalmos are encountered in 
the latter disease. In severe and progressive cases of 
exophthalmos Dr. Lahey advises suturing the eyelids to- 
gether to prevent extreme and irreversible eye changes 
while preparations for more permanent procedures are 
made. Attempts to treat exophthalmos by resection of 
the superior cervical sympathetic ganglia have not been 
successful, although this procedure does allow the lids 
to come closer together. The Naffziger operation in which 
the orbit is decompressed by removing the lateral and 
superior orbital walls is the most successful method of 
remedying severe exophthalmos. This procedure allows 
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expansion of the orbital tissues and muscles without pro- 
trusion of the eyeball. 


Dr. Lahey has been impressed by the frequency of 
hepatic dysfunction in patients suffering from hyperthy- 
roidism. Individuals in thyroid storm and with hyper- 
thermia not infrequently develop jaundice. Estimation of 
liver function by the hippuric acid clearance test has in- 
dicated marked reduction of liver function in patients 
with markedly elevated basal metabolic rates. When the 
metabolic rate was decreased by administration of iodine 
the liver function improved, and after cure of hyperthy- 
roidism by subtotal thyroidectomy the hippuric acid ex- 
cretion returned to normal, indicating normal hepatic 
function. An accurate correlation was noted between the 
return of the basal metabolic rate to normal, and the re- 
turn of the hippuric acid excretion to normal. 

The proteogenic function of the liver is also impaired 
in hyperthyroidism, and there is a tendency toward low- 
ered serum proteins in hyperthyroid individuals. 

Attempts to show an increase in circulating thyroxin 
in hyperthyroidism have been unsuccessful, and led to de- 
terminations of the levels of blood iodine in various thy- 
roid diseases. In hyperthyroidism there is only a small 
amount of iodine in the thyroid gland itself, while there 
is an increase in the amount of iodine in the blood. It is 
believed that the hyperactive thyroid gland of hyper- 
thyroidism releases its thyroxin into the blood stream as 
soon as it is formed, instead of storing it in the form of 
colloid. This is reflected by the increase in total blood 
iodine. Following subtotal thyroidectomy there is a de- 
crease of the blood iodine which returns to normal with 
cure. If there is recurrence of hyperthyroidism, however, 
there is again a rise in blood iodine. Investigations into 
the physiology of thyroid iodine at the Lahey Clinic have 
tended to clarify the above relations. Some 70 per cent 
of hyperthyroid patients were found to have an elevated 
blood iodine; the remaining 30 per cent had blood iodine 
levels which were normal or below normal. The levels of 
both groups returned to normal six months after cure 
by subtotal thyroidectomy. It was noted that the per- 
centage of recurrent hyperthyroidism in patients with high 
blood iodine levels was very low, whereas it was 22 per 
cent in those individuals with normal or low levels. Those 
patients with low blood iodine levels suffered from a more 
severe form of hyperthyroidism as was indicated by the 
fact that 45.5 per cent of this group had to have thyroidec- 
tomy performed in several stages, while only 17 per cent 
of the high blood iodine group had to have stage opera- 
tions. These facts are explained by the observation that 
patients with low blood iodine have had hyperthyroidism 
for a year or more and the low level is merely a reflection 
of the general depletion of the body’s iodine. Such indi- 
viduals must be treated more conservatively than those 
with a high blood iodine. 

The blood cholesterol is an indication of the metabolic 
level. It is found to be decreased in hyperthyroid pa- 
tients, the level varying inversely with the severity of the 
disease. It is elevated in myxedema, and also in chronic 
thyroiditis. The blood cholesterol level is actually a more 
sensitive indicator of thyroid activity than is the basal 
metabolic rate, although it cannot be used as a clinical 
indicator of thyroid disease because of the small range 
between the low normal level and the values encountered 
in hyperthyroidism. 

Dr. Lahey advised operative removal of practically all 
thyroid adenomas because of the fact that almost all thy- 
roid carcinomas arise in previously existing adenomas. 


In surgery of the thyroid gland it is important to 
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identify and make certain that the recurrent laryngeal 
nerves are not injured. Since adopting this principle the 
incidence of laryngeal palsy at the Lahey Clinic has been 
reduced from 1.3 per cent to 0.3 per cent. In the event 
that the recurrent laryngeal nerve is cut, it is important 
that it be resutured within three months if any degree of 
function is to be restored. 

Of some 18,000 thyroid operations performed at the 
Lahey Clinic the mortality from all causes is only 0.76 
per cent. Of these 115 deaths, 62 per cent were due to 
postoperative complications such as pulmonary embo- 
lism, heart failure, and thyroid storm. The mortality 
from hyperthyroid disease is much lower in Massachu- 
setts than it is in New York and Pennsylvania, a fact 
which Dr. Lahey attributes to the custom in Massachusetts 
of performing operations on the thyroid much earlier 
in the course of the disease. 

A very interesting colored motion picture was shown 
which illustrated the technic of subtotal thyroidectomy. 


NEW ENGLAND OTOLOGICAL AND 
LARYNGOLOGICAL SOCIETY 


A meeting of the New England Otological and 
Laryngological Society was held at the Massachusetts Eye 
and Ear Infirmary, Boston, on November 16, 1937, Dr. 
— T. Hill presiding. The following papers were 
read: 


Streptococcus Meninaitis. Dr. F. B. Sargent, Providence, 
Rhode Island. 


Four cases of acute suppurative otitis media were re- 
ported. One was complicated by meningitis and two had 
blood cultures that were positive for Streptococcus 
hemolyticus. All were treated with sulfanilamide and re- 
covered. 

Two of the cases which came to mastoidectomy showed 
that, whereas the sulfanilamide brought about prompt 
improvement in the patients’ general condition, it did not 
inhibit bone destruction. 


OTOLARYNGOLOGY IN THE Muipwest: A COMPARISON OF 
METHODS. Dr. E. G. Boss, Springfield, Massachusetts. 


During the past several years the author spent a con- 
siderable amount of time in some of the large Midwestern 
clinics and thus had ample opportunity to compare the 
practice of otolaryngology in that region with that in 
New England. The following are some of his observa- 
tions: 


By far the greater number of tonsillectomies are per- 
formed by the general practitioners. In the James Whit- 
comb Riley Hospital, of Indianapolis, peritonsillar ab- 
scesses are usually opened under ether anesthesia. It ap- 
pears that many Midwestern otolaryngologists perform a 
considerable amount of head and neck surgery which, 
for the most part, is pre-empted in New England by the 
general surgeon. In the author’s opinion this state of 
affairs is due to the influence of Dr. Barnhill. Zinc 
ionization for the treatment of vasomotor rhinitis has 
largely been supplanted by the topical application of 0.5 
per cent phenol in olive oil, on the middle and inferior 
turbinates. Ossiculectomy is being almost totally ig- 
nored. In the Midwest, to use the author’s own words, 
the otolaryngologist has won the argument as to whether 
the Mosher-Toti operation belongs to him or to the 
ophthalmologist. Several instruments which were in- 
vented by Midwestern otolaryngologists were shown. 
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Two Cases of ANEMIA FOLLOWING THE ADMINISTRATION 
oF SULFANILAMIDE. Dr. W. E. Kershner, Bath, Maine. 


Two cases of hemolytic streptococcal mastoiditis treated 
with sulfanilamide were reported. They were of like 
severity and occurred in otherwise healthy individuals. 
During the administration of the drug both cases de- 
veloped anemia, the red-blood-cell count dropping to 
3,300,000 and 2,900,000 respectively. In both patients the 
blood picture returned to normal after the drug had been 
discontinued. 


Lunc ABSCESSES AT THE Boston City Hospitat. Dr. L. M. 
Freedman, Boston. 


The author made an exhaustive study of all lung- 
abscess cases observed at the Boston City Hospital during 
the ten-year period from 1926 to 1936. There were 276 
proved cases. Two hundred of these were of medical 
origin; the remaining 76 occurred as postoperative com- 
plications. Of these latter only 16 followed tonsillectomy. 
In comparing the numbers of the various operations it 
was found that the ratio of lung-abscess cases to the total 
number of tonsillectomies was 1: 1654, whereas in dental 
cases it was 1: 320, and after gastric operations 1:54. All 
tonsillectomies were performed in the upright position. 
Inasmuch as only 1 lung abscess occurred in 1654 tonsil- 
lectomies, the author feels that position is of no impor- 
tance as an etiologic factor. The preoperative condition 
of the patient is of great importance. The author is con- 
vinced that the most potent cause of pulmonary compli- 
cations is the infection present in the upper or lower 
respiratory tract before operation. A rather dramatic case 
was cited: a patient was not passed for tonsillectomy on 
account of a lower respiratory infection; he developed a 
lung-abscess which would have been laid at the door of 
the tonsillectomy had it been performed. 


This paper has since appeared in full in the New Eng- 
land Journal of Medicine (218: 663-668, 1938). 


InNER Ear Dearness oF Unusuat Etiotocy. Dr. P. B. 
MacCready, New Haven, Connecticut. 


A case of inner-ear deafness which occurred following 
the injection of a prophylactic dose of tetanus antitoxin 
was reported. The case was unique inasmuch as the two 
other cases which have been reported in the literature 
followed massive doses for the treatment of tetanus. 


Use or Tuntnc Forks. Dr. W. Mueller, Boston. 


A brief demonstration of the various types of tuning 
forks was given, with special reference to such forks as 
are usually found in the otologist’s office. Inasmuch as 
the audiometer is not as yet the ideal instrument for 
audiometry, a plea was made for the proper appreciation 
and use of the tuning fork. The manner of striking and 
holding the various forks is important. Forks used for 
the Rinne test should be standardized on a goodly num- 
ber of subjects with supposedly normal hearing. If the 
standard for bone and air conduction of such a fork is 
kept in mind, much can be learned from the Rinne test 
as regards the type and severity of the patient’s deafness, 
and, incidentally, the Schwabach test is rendered unneces- 
sary. 


ATROPHIC RHINITIS: THE CONSTITUTIONAL FACTOR AND THE 
TREATMENT WITH Estrocenic Hormones. Drs. H. 
Mortimer, R. P. Wright and J. B. Collip, Montreal, 
Canada. 


This paper appeared in full in the Canadian Medical 
Association Journal (37: 445-456, 1937). The following is 
the authors’ summary: 
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1. Study of the cranial skiagrams of 68 cases of 
atrophic rhinitis and ozaena gave evidence, in a large 
majority, of a dyspituitary state during or subsequent 
to the growth period. 


2. It is suggested that the disease occurs as a geneti- 
cally transmitted, more or less localized, focus in a 
special familial constitution, produced by the mating of 
dyspituitary individuals, in whom anterior-lobe function 
is unstable in secretory activity, nature or time of. ac- 
tivity. It is on this basis that the nasal osseous changes 
are to be understood. 


3. Speculation as to the mode by which a dyspituitary 
constitution might influence the morphologically spe- 
cialized conchal mucosa led to the investigation of the 
nasogenital relationship in the monkey, and recognition 
of the fact that administration of oestrogenic substance 
produces a specific response in the conchal mucosa, 
closely akin to that resulting in other “sex-skin” areas, 
as already reported. 


4. That such specific changes are of an order op- 
posed to the pathological changes occurring in atrophic 
rhinitis justified the exhibition of dihydroxy-oestrin 
locally to the nose in this di 


5. Thirty-one female and 7 male patients were 
available and treated, with results justifying the con- 
clusion that in oestrogenic hormone insufflation there 
is to be found a therapy for ozaena and atrophic 
rhinitis considerably more effective than any other till 
now available. 


6. Seven patients were found suffering from both 
atrophic rhinitis and progressive deafness; an eighth 
case showed both otosclerosis and hypertrophic rhinitis. 


NOTICES 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


Medical Officer, $3,800 a Year 
Associate Medical Officer, $3,200 a Year 


Applications must be on file with the United States 
Civil Service Commission at Washington, D. C., not later 
than July 18. 

Applicants, in order to become eligible, must qualify 
in at least one of the following optional branches, and 
must state in their applications the branch, or branches, 
desired: (1) cardiology, (2) dermatology, (3) eye, ear, 
nose and throat (singly or combined), (4) industrial medi- 
cine: gas analysis or toxic dust, general, (5) internal medi- 
cine and diagnosis, (6) medical pharmacology, (7) pathol- 
ogy and bacteriology, (8) public health: general, venereal 
disease, (9) roentgenology, (10) surgery: general, ortho- 
pedics. 

Medical-officer applicants must have had 1 year of in- 
ternship, general rotating or in a special branch, and 3 
years of experience in the practice of medicine. 

Associate-medical-officer applicants must have had 1 
year of internship in the optional branch claimed, privately 
or in some recognized hospital. 

The necessary forms may be obtained from the Secre- 
tary, Board of United States Civil Service Examiners, at 
any first-class post office, or from the United States Civil 
Service Commission, Washington, D. C. 
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SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monnay, Jury 4 


Turspay, 5 

*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 
Fripay, Jury 8 

*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 
Saturpay, 9 


*10 a. m.-12 m._ Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Robert T. Monroe. 


*Open to the medical profession. 


12-14 — American Association for the Study of Goiter. Page 
545, issue of March 24. 


Sepremsern 12-15 American Congress of Physical Therapy. Page 946, 
issue of June 2. 


Ocroser 8 and Novemser 15 — American Board of Ophthalmology. Page 
282, issue of February 10. 


Ocroser 17-21 — Clinical Congress of the American College of Surgeons, 
New York City. 


Octoser 24-26 — Academy of Physical Medicine, Scientific Session. Wash- 
ington, D. C. 
District MEpDIcAL Soci£TIES 
HAMPDEN 
Meeting will be held on the fourth Tuesday in July. 
PLYMOUTH 
Meeting will be held at 11 a. m. on July 21. 


BOOKS RECEIVED FOR REVIEW 


Quelques Vérités Premiéres (Ou Soi-Disant Telles) sur 
les Maladies des Enfants. Robert Debré. 93 pp. Paris: 
Masson et Cie, 1938. 28 Fr. fr. 

L’Année Thérapeutique: Médications et Procédés Nou- 
veaux. A. Ravina. 203 pp. Paris: Masson et Cie, 1938. 
25 Fr. fr. 

A Synopsis of the Diagnosis of the Acute Surgical 
Diseases of the Abdomen. John A. Hardy. 345 pp. 
St. Louis: The C. V. Mosby Company, 1938. $4.50. 

Annual Reprint of the Reports of the Council on Phar- 
macy and Chemistry of the American Medical Associa- 
tion for 1937. 201 pp. Chicago: American Medical As- 
sociation, 1938. $1.00. 

New and Nonofficial Remedies, 1938. Containing de- 
scriptions of the articles which stand accepted by the Coun- 
cil on Pharmacy and Chemistry of the American Medical 
Association on January 1, 1938. 589 pp. Chicago: Ameri- 
can Medical Association, 1938. $1.50. 

The Life of Chevalier Jackson: An autobiography. 229 
pp. New York: The Macmillan Company, 1938. $3.50. 

The Relationship Between Characteristics of Personality 
and Physique in Adolescents. P. S. de Q. Cabot. 120 pp. 
Provincetown: The Journal Press, 1938. $1.50. 

Industrial Surgery: Principles, problems and practice. 
Willis W. Lasher. 452 pp. New York: Paul B. Hoeber, 
Inc., 1938. $6.00. 

Intoxications et Carences Alimentaires. Maurice Loeper. 
259 pp. Paris: Masson et Cie, 1938. 60 Fr. fr. 


BOOK REVIEWS 


Annual Reprint of the Reports on Pharmacy and Chem- 
istry of the American Medical Association for 1937. 


201 pp. Chicago: American Medical Association, 
1938. $1.00. 


This book is a great deal more than a mere record of 
the negative actions of the Council on Pharmacy and 
Chemistry of the American Medical Association. It gives 
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in full the reasons for the council’s rejection of various 
preparations, but it also records results of investigations 
of new medicinal agents not yet out of the experimental 
stage, and frequently contains reports on general ques- 
tions concerned with the advance of rational drug therapy. 
All three categories of reports are represented in the pres- 
ent volume. 

This issue of the reports is remarkable for the series of 
valuable status and preliminary reports published by the 
council in the past year. These include the reports on 
Avertin with Amylene Hydrate (now accepted), Ben- 
zedrine Sulfate (the active constituent of the notorious 
“pep” pills but a promising drug when its limitations are | 
recognized), catgut sutures (a survey of the sterility of the 
market supply), Evipal Soluble (a comprehensive review 
of the evidence for the usefulness and limitations of the 
drug), histidine hydrochloride (a study of the usefulness 
of the drug in peptic ulcer, to be considered in connection 
with the report rejecting Larostidin, a proprietary brand, 
for unwarranted and exaggerated claims), mandelic acid 
(an authoritative statement of the limitations of this drug 
which the council has now accepted) and Vinethene (a 
careful study of the evidence for the drug, which the 
council has accepted for one year as an anesthetic to be 
used in short procedures). 

Other notable reports of outright rejection of products 
are those on Causalin (an unsafe and dangerous prepara- 
tion proposed for use in arthritis), Glutamic Acid Hydro- 
chloride —Calco (proposed as a conveyor of hydro- 
chloric acid, with unsubstantiated claims of clinical ef- 
fectiveness) and Larodon-“Roche” (proposed as a substi- 
tute for other well-established analgesic and antipyretic 
drugs and marketed with exaggerated and unwarranted 
claims). 

Two reports on sulfanilamide appear,—a_ nomencla- 
ture and status report, — together with reprints of edito- 
rials that appeared in the Journal of the American Medical 
Association and that gave warnings which, if obeyed, 
would have avoided the series of deaths which resulted 
from the marketing of the ill-fated Elixir of Sulfanil- 
amide — Massengill. 

At the end of this volume appears a eulogy of George 
Henry Simmons, whose death deprived the Council on 
Pharmacy and Chemistry of its founder and American 
medicine of a worthy and faithful servant. 


Wheeler and Jack’s Handbook of Medicine. Revised by 
John Henderson. Tenth edition. 703 pp. Baltimore: 
William Wood & Co., 1937. $4.00. 


The editor, John Henderson, of Glasgow, emphasizes 
that this work is only a handbook and not a textbook of 
medicine. It covers the field fairly comprehensively, is 
simple and concise in style, and brings out highlights. 
This accounts, very likely, for its popularity, being a tenth 
edition and the sixteenth printing. However, on glimps- 
ing through its pages, one misses some of the advances in 
medicine that have been made during the past few years. 


The Hospital Head Nurse: Her functions and her prepa- 
ration. Mary Marvin Wayland. Edited by Isabel M. 
Stewart. 388 pp. New York: The Macmillan Com- 
pany, 1938. $3.50. 


The writer of this book is a registered nurse who has 
occupied several important teaching positions, has been 
honored with an A.M. degree, and is the wife of a physi- 
cian. She sets forth the duties and responsibilities of the 
head nurse of a well-equipped hospital. 

Beginning with a brief history of the evolution of the 
art and science of the nursing profession she proceeds to 
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define the functions of a modern hospital and the posi- 
tion of the nursing profession in the administration of 
such institutions, It is made clear that the head nurse 
should be a well-educated and trained official with ac- 
curate knowledge of the duties of all departments of the 
hospital and with an ambition to bring the nursing 
service into sympathetic and co-ordinate relation with the 
medical profession and all other agencies designed to pro- 
mote success in dealing with the problems of illness. 

The training of nurses according to the ideals of the 
author presupposes that only women of good natural 
ability and preprofessional education will be able to meet 
the exacting curriculum of the ideal training school for 
nurses. When graduated, such nurses ought to be eligible 
for important positions in the nursing field. 

All allied interests designed to qualify graduates for 
hospital appointments are also set forth. 

Doctors, nurses and hospital administrators will find 
this book interesting and instructive. It is well written 
and the bibliography is voluminous. 


Modern Dietary Treatment. Margery Abrahams and Elsie 
M. Widdowson. 328 pp. Baltimore: William Wood 
& Company, 1937. $3.25. 


The problems pertaining to nutrition were, until com- 
paratively recently, very largely considered from an em- 
pirical standpoint but, with scientific studies of calories, 
vitamins and basal metabolism, the needs of the human 
body are now being dealt with more satisfactorily than 
formerly, because the biochemist and pathologist have 
taught the underlying facts relating to malnutrition and 
the effects of many disease processes. 

Among the many books now available relating to nutri- 
tion, this one, by the dietitian to Bartholomew’s Hospital 
and the biochemist to Kings College Hospital, sets forth 
the important known facts clearly and concisely, with a 
wide variety of food lists which are applicable to the con- 
ditions which require specific dietary treatments. 

This small volume is well written in orderly fashion 
and will be useful for physicians and nurses and may be 
put into the hands of intelligent laymen with safety after 
the doctor has told the patient the nature of his trouble. 


A Biological Approach to the Problem of Abnormal Be- 
havior. Milton Harrington. 459 pp. Lancaster: The 
Science Press, 1938. 


In a previous book (Wish-Hunting in the Unconscious) 
Dr. Harrington critically studied psychoanalysis but did 
not formulate his own approach to the problem of abnor- 
mal behavior. In this book he goes on to develop the 
biologic mechanistic basis of abnormal human behavior. 
On the whole it may be stated that Dr. Harrington is bet- 
ter as a critic than as an original thinker, although his 
book is valuable and provocative. 

First, as to the defects of the book. The book suffers 
from the underlying philosophy of the writer, which is 
to the effect that unconsciousness is an epi-phenomenon 
and has no real relation to the activity and conduct of the 
human being, thus accepting the position of Thomas 
Henry Huxley. This philosophic approach is merely one 
of despair. It is difficult to handle consciousness, It can- 
not be measured easily. It is something measurable only 
in terms of itself. It is the sum total of sensory and 
kinesthetic awareness, — whatever that may mean, — and 
yet it does not fit into the ordinary schemes of causation 
and is not easily measured. But it cannot be thrown out 
because of our lack of understanding or our logical dif- 
ficulties, By discarding it, one finally is reduced to the 
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absurdity, which has long since been pointed out, of pos- 
tulating an unconscious Shakespeare writing his great 
plays for an unconscious audience and performed by an 
unconscious set of acts, and this without impairing the 
realities of a glorious situation. Moreover, after Dr. Har- 
rington has laboriously kicked out consciousness via the 
front door, he finally has to re-admit it in his discussion, 
which is mainly as if he accepted consciousness as the 
real value of life. In his discussion of unconscious think- 
ing, he very directly states that consciousness is the basis 
of mind and that there can be no such term as “uncon- 
scious mind,” which seems to give away his central posi- 
tion. Thus, consciousness slips in again by the rear door. 

The reviewer also believes that Dr. Harrington is too 
much swayed by what he calls the “law” of parsimony in 
science. As a matter of fact, there is no such law: it is 
merely a convenience to establish as few causes as possible. 
In actuality there is no one cause to anything. There are 
a flood of variables which have to be considered, and the 
more variables included, the greater the structure of re- 
sults. What he uses as a guiding principle has been dis- 
carded in the practical workings of science long ago. 

So much for criticism. On the whole, the book empha- 
sizes that pleasure and pain, and satisfaction and dissatis- 
faction, which in turn are created by the constitution of 
the individual, by the stimuli which flow in on him, and 
by the standards which have been set up in him by the 
social milieu in which he finds himself willy-nilly, are the 
leading factors in the production and understanding of ab- 
normal behavior. The emphasis on the biochemical mech- 
anistic background is necessary at the present time. The 
adherence to things which are provable rather than those 
which are built up by metaphor, symbol and adroitness is 
especially important at this period of psychiatry and psy- 
chology 

Dr. Harrington builds up a dynamicism of conduct. The 
steps are discernible without recourse to too dubious in- 
ference. One valuable phase of his book lies in the con- 
sideration he has given to the absurdity of social require- 
ment, so that an individual may be plunged into difficulties, 
not so much through his own defects as through the ab- 
normal and impossible demands of society. The author 
emphasizes the fact that unsatisfactory relations breed a 
chain of events which finally leads to crime and neuroses, 
as well as to the minor deviations from satisfactory and 


“satisfying human conduct. 


The book suffers from the defect that the author is too 
much occupied with the desire to contradict and displace 
the Freudian doctrines. Its value lies in the fact that the 
one-sidedness of psychoanalysis and the other allied ap- 
proaches to human conduct need to be corrected — cer- 
tainly so far as present-day psychiatry goes—by the 
vigorous demonstration that man and all his products 
are biologic; that biochemistry, electric currents and phar- 
macological experimentation — to cite only a few of the 
scientific approaches —can explain and also modify hu- 
man conduct. 


Digestive Tract Pain: Diagnosis and treatment; experimen- 
tal observations. Chester M. Jones. 152 pp. New 
York: The Macmillan Company, 1938. $2.50. 


This book is an interesting and valuable contribution 
to the study of digestive-tract pain, particularly the locali- 
zation of pain and its character at different levels in the 
digestive tube. Experimental study is based on a method 
used by other investigators, namely the introduction of 
a distensible balloon into various levels of the digestive 
tube and the production of symptoms through distention 
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of these local segments by introduction of air into the bal- 
loon. The record of experimental observations is followed 
by protocols demonstrating the clinical application of 
the facts observed to the diagnosis of pain at various levels 
of the digestive tube. A chapter on gastrointestinal pain 
in functional disease emphasizes the importance of recog- 
nizing this type of disorder in differential diagnosis, and 
its treatment by medical routine and psychotherapy. The 
final chapter summarizes the sources of digestive-tract 
pain and contains a discussion of therapeutic measures, 
emphasizing particularly a point in which internists wel- 
come emphasis, namely the value of rest and relaxation 
in all digestive-tract diseases except the obviously surgical 
ones. 


Of practical interest to the clinician is the corroboration 
by further experimental data of the following facts, already 
well established clinically. (1) A disturbance in the 
neuromuscular mechanism of the digestive tract, produc- 
ing pain, can be localized when produced both experimen- 
tally and by disease, and the localization and character of 
both types (experimental and pathologic) correspond very 
closely. (2) The common symptom of heartburn is 
caused by abnormal neuromuscular activity at the cardiac 
end of the esophagus, and is independent of the chemical 
character of the gastric secretion. Internists have recog- 
nized this fact clinically because the symptom occurs in 
patients with normal and with both extremes of abnormal 
gastric acidity, and because it is so often associated with 
the habit of belching and with other abnormal gastric 
neuromuscular activity, such as pylorospasm. (3) Con- 
stitutional or neighborhood disease must be recognized as a 
cause of gastrointestinal pain. and digestive symptoms — 
a fact already well established in the minds of experienced 
internists. And as a corollary, the importance of back- 
ache is discussed as a symptom of gastrointestinal disease 
such as ulcer or spasm due to gall-bladder disease or to 
functional disturbances. 


The author has successfully presented a concise and pre- 
cise study of the mechanism of referred gastrointestinal 
pain, to which he has attached an interesting correlation 
of diagnostic and therapeutic data from his clinical ex- 
perience.. In its entirety, this book gives further evi- 
dence of the fact that in the study of digestive diseases, a 
careful history, properly evaluated, is an essential part of 
the diagnostic data. 


New and Nonofficial Remedies — 1938. Containing de- 
scriptions of the articles which stand accepted by the 
Council on Pharmacy and Chemistry of the American 
Medical Association on January 1, 1938. 589 pp. 
Chicago: American Medical Association, 1938. $1.50. 


In this book the Council on Pharmacy and Chemistry 
lists and describes the medicinal preparations that it has 
found acceptable for general use by the medical profes- 
sion. A glance at the list of the council members and the 
long list of consultants appearing in the first part of the 
book gives ample warrant for the authority of the coun- 
cil’s selections. 

New substances described in this volume are sulfanil- 
amide and protamine zinc insulin, with the accepted 
brands. The proved value of these new additions to 
the physician’s armamentarium bids fair to make the past 
year a milestone in therapeutic progress. The council is 
to be congratulated on the promptness with which it 
evaluated these drugs and established standards for their 
adequate control. From the first the council warned 
against using sulfanilamide in untried combinations. The 
sad tragedy of the deaths from the rashly introduced 
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Elixir of Sulfanilamide — Massengill, starkly emphasizes 
the value of such a body as the council to the medical 
profession and the pharmaceutical manufacturers, as well 
as to the public. Of course this potential value cannot be- 
come effective so long as those concerned refuse to follow 
the recommendations of the council regarding the use of 
new remedies. 

Other noteworthy new drugs which appear in New and 
Nonofficial Remedies — 1938 are Avertin with Amylene 
Hydrate, Vinethene and Pontocaine Hydrochloride, basal, 
general and local anesthetics respectively; Novatropine 
and Syntropan, synthetic mydriatics. ? 

Physicians who wish to know why a given proprietary 
is not described in New and Nonofficial Remedies will 
find the “Bibliographical Index to Proprietary and Un- 
official Articles Not Included in N.N.R.” of much value. 
In this section (in the back of the book) are given refer- 
ences to published articles dealing with preparations that 
have not been accepted. These include references to the 
reports of the council, to reports of the American Medical 
Association Chemical Laboratory and to articles that have 
appeared in the Journal of the American Medical Associa- 
tion. 


Physiological and Clinical Chemistry. William A. Pear- 
son and Joseph S. Hepburn. Second edition. 467 pp. 
Philadelphia: Lea & Febiger, 1938. $5.50. 


The second edition of Physiological and Clinical Chem- 
istry is replete with information and contains much out-of- 
the-way material. However, certain difficulties will be en- 
countered in using the book as a textbook of clinical 
chemistry because the material presented is of a mixed 
quality, being either too sketchy or too involved. For 
example, the student may be misled in the section on 
vitamins and hormones by the simplicity of certain sweep- 
ing statements and by intricate descriptions of rather un- 
important isolated facts. The book lacks bibliography so 
that one is lost as to where to go in a further search tor 
material to expand the information. The text is char- 
acterized by certain technical descriptions which appear 
to be gleaned from other sources and by somewhat hazy 
explanations of underlying principles. One can overlook 
such errors of spelling as those of names like Tisdall. 
Possibly future editions will rectify such mistakes. The 
section on blood analysis is somewhat impractical and 
labored, without being up to date. The book is recom- 
mended only to those who may wish to find some out-of- 
the-way material. 


Men Past Forty. A. F. Niemoeller. 154 pp. New York: 
Harvest House, 1938. $2.00. 


This book aims to give the layman a reasonably thor- 
ough understanding of the nature of sexual impotence 
and its treatment. The author seems not to be a physician, 
but has a good knowledge of physiology as related to the 
subject in question. His lack of medical training probably 
accounts for a few rather startling statements, such as the 
assertion that coitus reservatus, if practiced over long peri- 
ods, lends to “the inflammation and stricture of the ure- 
thra, the inflammation and stricture of the prostate gland, 
etc.” 

The acceptance of certain preparations, such as the ex- 
tract of fresh testicle, also shows an absence of scientific 
judgment. The author’s discussion of rejuvenation by 


means of Voronoff's and Sieinach’s operations is very 
superficial; it might well be misleading. The discussion 
of the psychic phases of impotence, on the other hand, is 
better than one usually finds in books on this subject. 
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Men Past Forty will probably prove to be both in- 
teresting and helpful to the not-too-critical lay reader. It 
is essentially sound, and if the reader is not driven off by 
the rather affected style in which it is written, he should 
be well repaid for the time spent. 


Pavlov and His School: The theory of conditioned reflexes. 
Y. P. Frolov. 291 pp. New York: Oxford University 
Press, 1937. $4.00. 


This is the most interesting and easily readable life of 
Pavlov that has been published. It gives, moreover, his 
final opinions in regard to the conditioned reflex, with 
which his name will always be associated in the history 
of physiology. There is considerable material, more- 
over, about Pavlov’s immediate predecessors, facts which 
are not easily available in English. As a well-written life 
of the author, and especially as a considered evaluation 
of his work, this book should receive the highest recom- 
mendation. The translation is finely done and there are 
numerous illustrations. 


Illness: Its story and some common symptoms, a guide for 
the layman. §S. Henning Belfrage. 173 pp. New 
York: Oxford University Press, 1938. $1.50. 


This small book is a guide for the layman with respect 
to illness and presents, in nontechnical language, argu- 
ments for the early recognition of departure from normal 
conditions of the human body. The common symptoms 
associated with functional disorders and organic diseases 
are explained, with advice to consult the doctor early and 
not depend on home remedies. There is no discussion 
of controversial theories or matters beyond the grasp of 
people of ordinary intelligence. 

It is a book which the doctor may properly advise his 
patients to read because it would stimulate more inter- 
est in the prevention and cure of disease. 


Les Explorations Fonctionnelles. Noél Fiessinger. 430 pp. 
Paris: Masson & Cie, 1937. 70 Fr. fr. 


This book brings together in a critical and orderly man- 
ner a large variety of functional tests applicable both in 
the clinic and in the laboratory. The author is careful to 
announce in the introduction that the tremendous num- 
ber of laboratory procedures available, while aiming to in- 
crease the scope of our understanding of various dis- 
orders and to assist in guiding the application of many 
therapeutic procedures, do not totally supplant careful 
clinical observations. The book contains chapters dealing 
with procedures designed to evaluate the various func- 


tions of the stomach, the pancreas (both “exocrine” and 


endocrine), the intestines, the liver and bile passages, ‘the 
kidneys, the spleen and reticuloendothelial system, the 
hematopoietic organs, the endocrine glands, the respira- 
tory apparatus, and. the cardiovascular and nervous sys- 
tems. The author has previously published eight more 
or less extensive monographs, of which four have dealt 
with the pathologic physiology of the liver. It is not 
surprising, therefore, that almost a third of the present 
volume is devoted to the liver and biliary tract. Many of 
the tests described will be quite unfamiliar to American 
readers, but most of the ones better known to us are also 
included. The sections dealing with the cardiovascular, 
the respiratory and the nervous systems receive rather 
scant treatment, and those concerning hematology will 
seem quite old-fashioned to American readers. 

The table of contents is very carefully and logically ar- 
ranged but the only index available is one of authors. 
Unfortunately, although some 600 authors are listed and 
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‘some are referred to as many as fifteen or twenty times 


in the text, there is no bibliography included. Like most 
French works, this one refers predominantly to French 
writers although the work of a large number of American 
workers is mention 


Synopsis of Genitourinary Diseases. Austin 1. Dodson. 
Second edition. 294 pp. St. Louis: The C. V. Mosby 
Company, 1937. $3.00. 


The reviewer was so pleased with this little book that 
he cannot praise it too highly. Its conciseness and brevity 
are refreshing in comparison to the monumental thousand- 
page tomes which are so common, yet it covers the field 
fully and well merits its title. The fundamentals of 
genitourinary diseases and the principles of their diagnosis 
and treatment are presented very clearly and completely, 
with numerous illustrations and definite practical sug- 
gestions. 

There is nothing in the book describing the technic of 
cystoscopy or of any operations, The reviewer mi 


these but realizes that there is no room for them in a syn- 


opsis, and believes that a companion book by the same 
author on the technic of cystoscopy and of operations on 
the genitourinary tract would be welcome. Although the 
reviewer did not agree completely with the author in 
some minor aspects, he highly recommends this clear syn- 
opsis to the medical student, the practitioner of medicine, 
and even to the trained urologist. 


Surgical Diseases of the Mouth and Jaws. Earl C. Padgett. 
807 pp. Philadelphia and London: W. B. Saunders, 
1938. $10.00. 


The author has designed a comprehensive volume on 
the surgical conditions of the mouth and jaws. The book 
brings up to date the extensive material on this subject. 
The problems of maxillofacial surgery are such that they 
create a common ground for the dental and medical 


_ professions, and this ground is well covered by Dr. Padgett 


for both the student and the expert. Classifications are 
well carried out with the avoidance of overlapping in the 
coverage of various topics. The author has complied with 
the requirements of the Curriculum Committee of the 
American Association of Dental Schools. 

Considered in detail we discover a pertinent bibliog- 
raphy at the end of each chapter. In the first few chap- 
ters the traumatic injuries of the face and jaw are de- 
scribed. Soft-tissue injuries and facial bone fractures are 
discussed with illustrations of the specialized splints found 
necessary in the management of these cases. In the sec- 
ond group of chapters is found a discussion of the in- 
flammatory diseases of the face and jaws. The congenital — 
deformities, including cleft palate and harelip, are con- 
sidered in the third group of chapters. Benign and 
malignant tumors are outlined next, and in the final sec- 
tion of the book the surgical technics necessary to carry 
out special operations are presented along with a discus- 
sion of essential prosthetic restorations. 

It is unavoidable in this kind of book to afford as com- 
plete coverage of some topics as others, since the author’s 
special interests must be reflected to some extent in his 
output. The reviewer found special values in the chap- 
ters on harelip and cleft palate and in the section on 
malignant tumors. 

In summary, this is a valuable textbook for the student 
and a useful reference book for the surgeon. The illus- 
trations, of which there are three hundred and thirty- 
four, are especially well chosen and helpful. 
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